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Introduction to the Portfolio
This portfolio consists of a selection of work that has been carried out in partial fulfilment 
of the Practitioner Doctorate in Psychotherapeutic and Counselling Psychology course at 
the University of Surrey. It consists of three dossiers: academic, therapeutic practice and 
research, all of which represent a collection of interests and experiences that have 
contributed to my personal and professional development as a counselling psychologist. I 
have included those aspects of my training that have been most influential to my 
development and it is hoped that these dossiers illustrate a range of competencies that I 
have acquired during the course of my training.
The aim of this introduction is to orientate the reader to the different facets of this 
portfolio and how they have been informed by and contributed to my evolving identity as 
a practitioner. Before doing so I will attempt to contextualise this work by outlining some 
of my experiences that brought me to counselling psychology. This is particularly fitting 
as counselling psychology acknowledges that we cannot be the ‘objective neutral 
practitioner’ but rather our own history and experiences inevitably shape the interpretive 
lens that we take to the therapeutic, academic or research endeavour.
When I first started on my academic pathway that would eventfully lead me to 
counselling psychology, I had no clue, at that time, where it would take me. On reflection 
it all started from an interest in people and a questioning of why we do the things we do, 
combined with a desire to better understand my own emotions, thought processes, 
behaviour and general ‘way of being’. Whilst this was not such a conscious awareness at 
the time it led me to take psychology as one of my ‘A ’ levels and because I enjoyed the 
subject so much I chose psychology for my degree. Although I enjoyed these academic 
experiences some areas seemed quite abstract and emotionally distant, and I was left 
wondering how it applied to real people living real lives. In order to bridge this gap, in the 
final year of my degree I started work as a mental health outreach worker, supporting 
individuals with severe and enduring mental health problems to live in the community. 
This also satisfied the relational component that seemed to be missing in my
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undergraduate degree and engaged the part of me that enjoyed being with people. In this 
role I learnt that forging strong relationships and building trust were uppermost in the 
work and I came to greatly respect my clients’ subjective experiences of their difficulties.
I am thinking in particular of one gentleman with whom I worked who heard voices and I 
remember listening in wonder about the spiritual relationship that he had with them.
They had become an important part of him and were, in his mind, something to be valued 
rather than eradicated. He was, however, very well aware that his medical team had a 
different perception of his ‘problem’. I became increasingly dissatisfied with the medical 
model, perhaps unfairly critical. Although I will never forget the day that I visited one of 
my clients on the acute psychiatric ward and saw her terror and utter despair following 
the ward round when the possibility of enforced electro-convulsive therapy was 
discussed. I remember questioning the ethics and humanity of this possibility and 
thinking that there must be another way.
My interest in becoming a therapist grew and I gained a post as an assistant psychologist 
in a medium secure unit for individuals with learning disabilities and challenging 
behaviour. The psychology department advocated a purist cognitive behavioural approach 
and I became involved in facilitating some group work for sexual offenders and those 
with anger management issues using a cognitive behavioural framework. At this time I 
also undertook a year long foundation course in counselling and psychotherapy which 
involved a taught component, an experiential group and a therapeutic skills workshop. 
This gave me an opportunity to test out whether I wanted to pursue training in order to 
become a therapist. Having been introduced to a range of therapeutic approaches, at the 
end of the course I had a desire to learn more and a reluctance to restrict myself to just 
one way of working. This was when I came to counselling psychology.
Counselling psychology attracted me not only because of the diversity of models that it 
embraces but it also it seemed to be the bridge between psychology and 
psychotherapeutic practice. In doing so counselling psychology acknowledges the 
necessary integration of theory, research and practice. I was also drawn to counselling
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psychology because of its humanist underpinnings which places the therapeutic 
relationship at the centre of the therapeutic endeavour, advocates respect for the 
uniqueness of individual clients and their phenomenological experience, and takes a 
critical stance towards the medical model. Finally, I was drawn to the profession because 
of its emphasis on continuing personal development, and the necessity to undergo 
personal therapy, in light of the therapist as an active component in the helping process.
I will now turn to the contents of this portfolio to introduce the work I undertook across 
the different areas of training.
Academic Dossier
My academic dossier consists of three essays, one written each year of the course and 
each one reflects on issues or questions that I was exploring at that time.
The first essay is entitled ‘Panic Disorder: Diagnosis and a CBT Approach to Case 
Conceptualisation and Therapeutic Work’ which I submitted as part of the 
‘Psychopathology’ module in my first year of my training. This module required me to 
write an essay about one particular form of psychopathology and a theoretical model in 
which to consider it. I chose to write about panic disorder because I had just started to see 
a client who presented with panic attacks and expressed a wish to work on this as his goal 
for the therapy. As this stage in my training I was working primarily in a humanistic 
manner but in consultation with my supervisor, I decided that cognitive behavioural 
therapy (CBT) would be more suitable in light of the evidence base and the National 
Institute of Health and Clinical Excellence Guidelines (2007). Writing this essay aided 
my ability to formulate this client’s difficulties and to plan our sessions using some of the 
techniques that I learnt. This also proved useful during my third year placement when I 
worked in a CBT manner with clients who presented with panic attacks. Furthermore, in 
this essay I reflect on the usefulness and problems with the psychiatric nosology system. 
Looking at some of the assumptions on which the psychiatric classification system is
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based has led me to take a much more critical approach to diagnosis and the application 
of the medical model to understanding psychological difficulties. It also reminded me of 
the harm that can come with labelling and this is something I aim to avoid in my practice.
The next two papers were submitted as part of the ‘Theoretical Models of Therapy’ 
module in years two and three. The first of these essays was written during my second 
year of training which mainly focused around working in a psychodynamic way. A 
lecture at the university about Melanie Klein’s contributions to psychoanalysis prompted 
me to explore some of her ideas further which reflects my interest in object relation 
theories and the importance of relationships and relational needs. In my essay I explore 
Klein’s (1935; 1940; 1946/1986) theory of child development, focusing on the paranoid 
schizoid position and the depressive position, consider implications for practice and 
provide a case illustration of how I engaged with some of these concepts to formulate and 
work with a client. In writing this essay I also began to reflect on some of the assumptions 
underpinning the stance of the therapist in Kleinian therapy and rather than taking the 
view of the therapist as the ‘neutral detached observer’ I came to think about some of 
Klein’s idea within a more inter-subjective framework.
The third essay entitled ‘The Role of the Therapeutic Relationship in Cognitive 
Behavioural Therapy and the Implications for Working with Relationship Ruptures’ 
was carried out in my third year of training when I practiced from a cognitive 
behavioural approach. My decision to explore this area reflects my understanding of the 
therapeutic relationship as central to the therapeutic process. In this essay I review the 
various ways in which CBT has conceptualised the therapeutic relationship, including the 
‘first generation’ of cognitive therapies which tends to view the relationship as an 
necessary condition for change, through to the ‘second generation’ of cognitive therapies 
that tend to view the relationship as an important mechanism through which change can 
occur. The paper also explores the implications this has for practice in CBT when the 
relationship comes under threat and I link this to my own practice using case illustrations. 
The paper helped me to integrate cognitive behavioural approaches into my practice
Introduction
whilst retaining the importance of the relationship to the therapeutic process. It also 
helped me think about how my reactions to clients can be used to inform and aid the 
therapeutic process in a way that is consistent with a CBT framework.
Therapeutic Practice Dossier
The therapeutic practice dossier includes descriptions of each of my clinical placements 
over the three years of my training. These include year long placements in a primary care 
setting, based within a Psychology Department; a Psychotherapy Department and a split 
placement between a Community Mental Health Team and a Psychological Therapies 
Department. These placement summaries include a brief discussion of the type and 
context of the placement; the therapeutic approach and therapeutic activities I undertook; 
the client population seen; the supervision received and the professional activities 
undertaken in each placement.
The therapeutic practice dossier also includes my final clinical paper which gives a 
personal account of the development of my professional identity as a Counselling 
Psychologist. I provide a snap shot of those experiences that have been most valuable to 
my development and I have endeavoured to bring them together into a coherent narrative. 
In this paper I focus predominantly on my clinical experiences and use clinical 
illustrations to demonstrate some aspects of my therapeutic practice.
Research Dossier
The portfolio concludes with the research dossier which includes my first year literature 
review, my second year qualitative research report and my third year quantitative research 
report. The theme that links all three pieces of work is the investigation of body image 
concerns in gay men.
Introduction
The literature review critically examines the extent to which gay men may be more at risk 
of eating disorders and body image concerns and goes on to consider the theory and 
research within the literature that has attempted to account for the development of such 
concerns in gay men. Finally, the paper considers the implications for counselling 
psychologists. The reason for researching this area came from an interest in the topic of 
eating disorders and body image concerns in women. This was the topic of my 
undergraduate dissertation. When reviewing the literature to see if I could carry this 
interest forward, I came across some research suggesting that gay men may be 
particularly vulnerable to body image and eating related concerns. I had an interest in 
issues related to sexuality and the gay community had been an important part of my life 
so this area seemed to combine two topics of interest to me. However, I was surprised that 
there was such a lack of theory and research in this area and even more surprised to find 
that a fair proportion of this literature presented gay men in a pathological light. I felt that 
a counselling psychology perspective, which recognises and respects diversity of 
experience (Division of Counselling Psychology, 2005), could add something valuable to 
the area. The lack of research on this topic and some of the problems with the existing 
literature seemed largely as a result of the notable lack of research that had given voice to 
gay men’s phenomenological experience. This led to my second year qualitative research 
project which explored the nature and development of body image concerns in gay men 
using interpretative phenomenological analysis (IPA). IPA allowed me to stay close to 
my participants’ subjective experience which is something that I had come to greatly 
value during my training. It also made the research process feel much more ‘alive’ and 
meaningful than my previous research experiences.
Finally, in my third year quantitative project I aimed to test the generalisability of some of 
the findings from my qualitative research to a larger group of gay men. In particular I 
explored the relationships between experiences of anti-gay victimisation, acculturation to 
the gay scene, self-esteem, internalised homophobia, internalisation of socially presented 
views regarding the importance of attractiveness, body dissatisfaction and drive for 
muscularity using mediation and moderation procedures.
Introduction
In summary, my research experiences have developed my knowledge and understanding 
of a topic that is of clinical interest to me, which can in turn inform my practice should I 
work therapeutically with this population. Through engaging in two very different 
methodologies I feel that I have not only gained in competence as a researcher but I am 
also more competent to interpret and critique research as a consumer.
Conclusion
This portfolio is the culmination of three years of doctoral study. It is hoped that the 
papers that I have included in this portfolio give the reader a sense of my development as 
a Counselling Psychologist and how I have engaged with theory, research and practice. I 
feel that my professional training has provided me with a solid foundation on which to 
build through an ongoing process of both personal and professional development.
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Academic Dossier
Introduction to the Academic Dossier
The academic dossier contains three selected essays that were submitted during the three 
years of my psychotherapeutic and counselling psychology training. The first essay 
explored a cognitive behavioural approach to working with panic disorder and discussed 
some of the issues associated with psychiatric nosology systems. The second essay 
explores Melanie Klein’s theory of the paranoid schizoid position and the depressive 
position. Implications for psychodynamic therapy are discussed and illustrated using a 
case example. Finally, the third essay considers the various ways in which cognitive 
behavioural therapies have conceptualised the therapeutic relationship and the 
implications that this may have for alliance ruptures.
Academic Dossier
Panic Disorder: Diagnosis and a CBT Approach to Case 
Conceptualisation and Therapeutic Work
Criteria for diagnosis
According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; 
American Psychiatric Society (APA, 1994)) the essential feature of panic disorder is the 
presence of recurrent, unexpected panic attacks, followed by at least one month of 
persistent concern of another panic attack, worry about the possible consequences of the 
panic attacks or a significant behavioural change related to the panic attacks. The panic 
attacks must not be due to the physiological effects of a substance, or the result of a 
general medical condition. Finally, the panic attacks should not be better accounted for by 
any other mental condition.
A panic attack is defined as ‘a discrete period of intense fear or discomfort, in which four 
or more of the [13] following symptoms developed abruptly and reached a peak within 
ten minutes’ (APA, 1994, p.395). These symptoms involve: palpitations, pounding heart, 
or accelerated heart rate; sweating; trembling or shaking; sensations of shortness of breath 
or smothering; chest pain or discomfort; nausea or abdominal distress; feeling dizzy 
lightheaded, unsteady or faint; derealisation or depersonalisation; fear of losing control 
or of going crazy; fear of dying; paresthesias; and chills or hot flushes.
Panic attacks occur in various anxiety disorders and therefore in determining the 
differential diagnostic significance of the panic attack it is important to consider the 
context in which it occurs. An unexpected panic attack is defined as one that is not 
associated with a situational trigger. Clients will often report these panic attacks as 
occurring ‘out of the blue’ (Silove & Manicavasagar, 1997). At least two unexpected 
panic attacks are required for the diagnosis of panic disorder according to the DSM-IV 
(APA, 1994).
Individuals with panic disorder often have situationally predisposed attacks (when a 
relationship between a stimulus and panic attack is present but not as strong) and may
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experience situationally bound panic attacks (when there is a strong association between 
the panic attacks and situational triggers), but these are less common. According to the 
DSM-IV (APA, 1994) limited symptom attacks are similar to full panic attacks, but the 
sudden fear or panic is accompanied by fewer than 4 of the 13 additional symptoms. 
However, they are also very common in people with panic disorder.
In the DSM-IV panic disorder is diagnosed as occurring with or without agoraphobia. 
Agoraphobia is defined as: ‘anxiety about being in places or situations from which escape 
may be difficult (or embarrassing) or in which help may not be available in the event of 
having an unexpected or situationally predisposed panic attack’ (APA, 1994, p.369). 
These situations are avoided, or endured with marked distress about having a panic attack 
or panic like symptoms, or require the presence of another person’ (APA, 1994, p.369). 
Approximately one third to one half of individuals with panic disorder also has 
Agoraphobia (APA, 1994).
Phenomenologv of Panic Disorder
Panic disorder typically begins in adolescents and its onset is associated with stressful life 
circumstances. The life time prevalence of panic disorder is estimated to be between 1.5% 
- 3.5% of the population and it is twice more likely to occur in females (Katemdahl & 
Realini, 1993). The frequency and severity of panic attacks varies widely. For example, 
one individual may experience panic attacks weekly for a short period whilst another may 
experience episodic bouts of frequent attacks separated by months without any.
In panic disorder panic attacks may strike with no warning and they are often 
accompanied by an intense sense of imminent danger or impending doom, and an urge to 
escape with the aim of stopping the attack (Greenberg & Padesky, 1995). Shortness of 
breath or hyperventilation is common and the individual may genuinely believe that they 
are suffering a heart attack, losing their mind or are near death (Silove & Manicavasagar, 
1997). As a result, they may then seek medical help yet even if they are given a clean bill
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of physical health, the person with panic disorder may continue to worry that they have an 
undiagnosed physical illness (Salkovskis, 1988).
The unpredictability of the panic attacks in panic disorder may also leave the person with 
a persistent and lingering worry about when and where the next one will strike (Barlow, 
2002). Many individuals will avoid situations which may trigger panic attacks or those 
where escape might be difficult or embarrassing. These avoidant behaviours may prevent 
a panic attack but they may escalate to the point where the person becomes housebound 
(Turner, Williams, Beidel & Mezzih, 1986). This can significantly impair their ability to 
carry out everyday responsibilities and it may have a considerable impact on their quality 
of life. This may put a lot of pressure on the friends, family and / or carers of the 
individual concerned. Perhaps it is then unsurprising that approximately 50%-60% of 
those with panic disorder also have major depression (Starcevic, Uhlenhuth, Kellner & 
Pathak, 1993) although it is difficult to determine the direction and nature of the 
relationship between these difficulties.
Brief overview of cognitive behavioural therapv
Beck (1976; 1987), the founding figure of cognitive behavioural therapy, proposes that 
emotional disorders are maintained by biases in thinking. Unhelpful thinking manifests at 
a surface level as negative automatic thoughts (NATs) which often take the form of 
verbal messages that we say to ourselves. Distortions in processing and NATs reflect 
underlying beliefs and assumptions, which are relatively stable. Schemas refer to memory 
structures and, according to Beck (1976), at this level there are two types of informational 
knowledge called core beliefs and unhelpful assumptions. Core beliefs are absolute truths 
about the self, others and the world, whereas assumptions are rules that guide behaviour 
and they are ‘instrumental, insomuch as they represent contingencies between events and 
self-appraisals’ (Wells, 1997 p. 3). They often take the form of “If ...then...” or “should” 
statements (Padesky, 2003). For example, an individual may hold the unhelpful 
assumption, “if my heart starts to beat fast then I must be having a heart attack” leading to 
the rule “I must ensure that my heart does not race too fast”. If these rules are broken
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core beliefs are activated giving rise to NATs. Once schemas are activated through 
critical events they influence information processing. These biases in information 
processing affect the interpretation of experience in a way that is consistent with 
dysfunctional schema and so maintaining negative beliefs and appraisals. In anxiety it is 
thought that distortions in information processing, which underlie the vulnerability and 
contributes to the maintenance of the problem, relate to a preoccupation and 
overestimation of danger, and an underestimation of an ability to cope (Beck & Emery, 
1985; Ottaviani & Beck, 1987). These information processing styles indicate the 
activation of danger related schemas (Wells, 1997).
CBT in its current form adds to the pioneering work of Beck (1976; 1987) and 
synthesises both cognitive and behavioural methods. A cognitive behavioural perspective 
postulates that thoughts, moods, behaviours, physical reactions are all interconnected and 
therefore can influence each other. A change in one of these areas can bring about 
changes in another (Greenberg & Padesky, 1995).
The main aim of cognitive behavioural therapy (CBT) is to help clients bring desired 
changes in their lives. Treatment focuses on new adaptive learning, it is based on the here 
and now, and it aims to produce changes outside the clinical setting (Hawton, Salkovskis, 
Kirk & Clark, 1989).
The vicious cvcle o f panic
There are numerous cognitive behavioural approaches to panic disorder and agoraphobia. 
However, all the models are based on the idea that individuals with panic disorder fear or 
misinterpret bodily symptoms that tend to be associated with anxiety (Wells, 1997). The 
‘vicious circle model’ of panic proposed by Clark (1986; 1988; 1989), is one of the most 
influential and comprehensive approaches (Wells, 1997). According to this model, panic 
attacks are the result of catastrophic misinterpretation of bodily (e.g. palpitations, 
breathlessness) or mental events (depersonalisation, dizziness, racing thoughts). These are 
then misinterpreted as a sign ‘of immediate impending mental or physical disaster’
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(Clark, 1989, p57). For example, the bodily sensation of a racing heart may be interpreted 
by the individual as a sign they are having a heart attack, and derealisation or 
depersonalisation may be interpreted as a sign that they are going ‘crazy’. The sensations 
that are typically misinterpreted are those that are characteristic of anxiety but other non­
anxiety related sensations can also be misinterpreted, for example tiredness or withdrawal 
from alcohol.
The model proposes that there is a specific sequence of thoughts, emotions and sensations 
which culminate in a panic attack. The cycle begins with a trigger stimulus which is 
appraised as being threatening; this can be internal, including thoughts, images or bodily 
sensations, or external, such as a situation where the individual previously experienced a 
panic attack. This stimulus then creates an anxiety reaction along with the associated 
symptoms. For example, the stimulus that is interpreted in a threatening way leads to an 
increase in adrenaline which may result in an increase in heart rate, shortness of breath 
etc. If these symptoms are interpreted in a catastrophic way then the individual becomes 
even more anxious and there is a further increase in bodily symptoms. For example, an 
individual may interpret a racing heart as indicative of a heart attack which increases his / 
her anxiety which in turn increases his / her heart rate further. This creates a vicious circle 
where bodily symptoms become interpreted in a catastrophic way creating more anxiety 
related bodily symptoms and further strengthening the catastrophic interpretation, this 
then culminates in a panic attack (Clark, 1989).
Clark (1989) proposes that panic attacks can be preceded by a period of heightened 
anxiety, often due to the anticipation of another attack, or due to anxiety not related to 
panic. However, other panic attacks may not be preceded by a state of anxiety, appearing 
to come ‘out of the blue’. In these instances it is assumed that the panic attack is a result 
of misinterpretation of another emotional state, such as excitement, or an innocuous 
bodily sensation such as dizziness from standing up too quickly.
14
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Once panic attacks have occurred there are thought to be at least three other factors that 
are involved in the maintenance of the problem. These include selective attention, safety 
behaviours and avoidance. Selective attention is an information processing bias where the 
individual becomes hypervigilant to any bodily changes or sensations that the individual 
fears may be indicative of the feared catastrophe (Clark, 1988). These innocuous bodily 
sensations are interpreted in a catastrophic way and activate the cycle of panic. Safety 
behaviours refer to behaviours that the individual engages in which he/she believes may 
help prevent the feared catastrophe from actualising and so maintains the cycle of panic 
(Salkovskis, 1991). For example, the person who always sits down when they feel 
anxious never tests out whether they would in fact collapse. Prevention of the feared 
catastrophe is then attributed to the safety behaviour rather than the harmlessness of the 
anxiety symptoms. In addition, safety behaviours may actually intensify bodily 
symptoms. For example, those who misinterpret shallow breathing as a sign that they are 
suffocating may try and take deep breaths which may increase hyperventilation. Finally, 
avoidance of anxiety provoking situations also prevents disconfirmation of catastrophic 
beliefs (Wells, 1997).
Cognitive Behavioural Therapv with Panic Disorder
This paper will now outline the main components of working with clients with panic 
disorder, using Clark’s (1986; 1988; 1989) model of panic.
Clients are generally seen using a time limited approach of between five and twenty 
sessions (Wells, 1997). The style of therapy should be characterised by ‘collaborative 
empiricism’ where client and therapist are working alongside each other to over come the 
client’s problem (Beck & Emery, 1985).
The first stages of working with an individual with panic disorder should involve a 
thorough cognitive-behavioural assessment with the aim of arriving at a formulation 
about the client’s problem. When formulating clients’ difficulties it is important, 
however, to use the model of panic only as a guide if it is relevant to the client’s
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presentation. The therapist needs to remain open to the client’s individuality and build the 
formulation around the client rather than fit the client around the formulation. It is also 
important at this point to begin tracking the intensity and frequency of the panic attacks to 
monitor the progress of therapy, which may take the form of a panic diary (Clark, 1989).
The client is socialised to the model of panic, which will have already begun in the 
assessment stage. The aim of socialisation is to offer the client an explanation of the panic 
attacks as caused by the misinterpretation of bodily sensations. This can be done through 
applying the model to several recent incidents when the client has experienced a panic 
attack. Behavioural experiments can also be used to demonstrate aspects of the model 
where possible. For example, Clark (1988) uses the paired associates task to demonstrate 
the impact of thoughts on producing anxiety related symptoms that are interpreted in a 
catastrophic way. In this example the client is encouraged to read pairs of words that 
match the anxiety symptom with the catastrophic interpretation (e.g. tight chest -  heart 
attack) which often increases the client’s anxiety and feared bodily sensation.
The main aim of the therapy for panic disorder involves generating alternative, less 
catastrophic, credible explanations for the causes and consequences of the symptoms of 
which the client is fearful and from which they try to protect themselves (Luermans, De 
Cort, Schruers, & Griez, 2004). This involves strategies that break the maintaining cycles 
which block disconfirmation of catastrophic beliefs, and strategies that directly challenge 
beliefs regarding the danger of bodily related symptoms (Wells, 1997). This can be 
facilitated using verbal reattribution and behavioural experiments.
Verbal reattribution methods aim to modify catastrophic interpretations through 
discussion and socratic questioning. This can be facilitated through exploring and 
questioning the evidence upon which the catastrophic belief is based, examining counter 
evidence which may involve generating evidence that is incompatible with the belief, 
exploring alternative explanations for bodily sensations and education on anxiety and its 
implications (see Wells, 1997 and Clark, 1989 for a review).
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Behavioural experiments are an important part of therapy and are used to test out 
alternative explanations of bodily sensations generated through verbal attribution 
methods. Hackmann (2004) suggests that behavioural experiments can be designed to 
discover the true causes of frightening symptoms. These behavioural experiments often 
involve purposely inducing panic sensations which closely resemble those that are 
normally misinterpreted in a panic attack. For example, the effects of hyperventilation are 
commonly interpreted as signs of an impending heart attack or insanity. The behavioural 
experiment may involve voluntary hyperventilation to test whether this replicates 
symptoms of panic and so evaluate whether hyperventilation is a better explanation for 
the bodily sensations of panic, rather than an indication of a heart attack or insanity. 
Hackmann (2004) suggests that other behavioural experiments can be designed to 
discover the true consequences of not carrying out the safety behaviours, to discover what 
happens if the symptoms are deliberately exaggerated and experiments to test whether 
safety behaviours are making things worse. However, before carrying out any 
experiments that induce panic related symptoms it is essential that the client has a 
physical examination in order to ascertain the safety of doing so and therefore the client’s 
GP should be consulted (Padesky, 2003).
When avoidance of situations is common or agoraphobia is also present, clients are 
encouraged to expose themselves to such situations in a graded way, starting with the 
least feared and ending with the most feared situation (Clark, 1989).
The importance of the therapeutic relationship is central to the identity of counselling 
psychologists regardless of the theoretical orientation the therapist may practice from 
(Duffy, 1990). Despite a substantial amount of research that highlights the importance of 
the relationship on positive therapeutic outcomes (Martin, Garske & Davis, 2000), many 
of the texts on CBT for panic disorder overlook this aspect of the therapy. It is essential 
that a warm, trusting and collaborative relationship is established before the more 
technical aspects of the therapy can be carried out, especially as clients are asked to 
induce symptoms which they assume to have catastrophic consequences. Understandably
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the client may be reluctant to invoke symptoms, drop safety behaviours and expose 
themselves to feared situations and the therapist should be sensitive to these concerns. 
Clients may be more likely to engage in the experiments if the appropriate grounding 
work has been carried out whereby verbal reattribution methods have at least begun to 
undermine client’s belief in the misinterpretation of anxiety symptoms and alternative 
explanations for the symptoms generated. The tasks of the therapy should also be 
introduced in small graduated stages, collaboratively agreed upon and the rationale for 
experiments clearly outlined. Hackmann (2004) suggests that it may be beneficial not to 
explain to clients that some of the in-session behavioural experiments may invoke feared 
symptoms because the more unexpected and frightening they are, the more they are likely 
to resemble a panic attack. However, this raises ethical issues and may severely threaten 
the therapeutic relationship. Even if explaining the rationale to clients means that clients 
hold back and that the symptoms are then only mildly reminiscent of a panic attack, the 
experiments can still be useful. Furthermore, discussions can be had with the client as to 
how the experience may have been if the symptoms induced had ‘come out of the blue’.
Effectiveness of CBT for Panic Disorder
Roth and Fonagy (1996) reviewed six studies that assessed the effectiveness of cognitive 
therapy for panic disorder without agoraphobia using Clark’s (1986; 1988; 1989) model 
of panic. From these studies Roth and Fonagy (1996) conclude that on average, 85% of 
clients were panic free at the end of the therapy in comparison to just 12% of the control 
group. Furthermore, 88% continued to be panic free at follow up, although the figures for 
the length of follow up were not provided. For those with panic and agoraphobia, where a 
combination of cognitive methods and exposure are used, approximately two thirds of 
clients are expected to improve (Roth & Fonagy, 1996). Results of effectiveness have led 
the Department of Health to recommend CBT as the treatment of choice for panic 
disorder over and above medication (see National Institute for Health and Clinical 
Excellence guidelines on anxiety, 2007).
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Critic of Psychiatric Classification Systems
Cognitive therapy has relied upon diagnostic systems such as the DSM-IV (APA, 1994) 
to categorise the problems that people bring to therapy and as a basis for research 
(Sanders & Willis, 2005). However, the appropriateness of the diagnostic system by 
which to ‘understand’ and categorise people is a long debated and controversial topic 
which is particularly relevant to counselling psychology as a profession. Unfortunately, it 
is beyond the remit of this paper to discuss these issues in depth yet a few key issues will 
be outlined.
Many have criticised the psychiatric nosology system for the scientific and clinical 
foundations upon which it is based. Following the DSM-III, conditions were grouped 
based on symptoms as a practical solution to the problem that no specific aetiology has 
been determined for any mental disorders (excluding those on axis II that have an organic 
basis). However, despite calming to be atheoretical, grouping conditions based upon 
observable or reportable symptoms, assumes an underlying disease model. Without 
knowing the underlying mechanisms constructs are only asserted, not a proven entity, and 
are in danger of being reified (Davison & Neal, 2001).
Problems with the reliability of diagnoses and the high rate of comorbidity further 
challenge the validity of classifications and therefore they may not reveal anything useful 
about the individual (Pilgrim, 2000). For example, more than 80% of those who 
experience panic attacks are also diagnosed as having one of the other anxiety disorders 
(Davison & Neale, 2001), this makes distinctions between these diagnoses difficult and 
somewhat arbitrary. In addition, the DSM-IV represents a categorical classification 
system proposing that there are discrete diagnostic entities which does not allow for 
continuity between ‘normal’ and ‘abnormal’ behaviour. There has been much debate 
about how justifiable these discreet classifications are (Schwartz & Osborne, 1987) 
because anxiety, for example, is a normal reaction to danger experienced by all. It appears 
unrealistic to propose that ‘anxiety disorders’ as a diagnostic category differs in kind, 
rather than just intensity, to the anxiety that we all experience.
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Szasz (1964) and Foucault (1965) have argued that the notion of mental illness is socially 
constructed, rather than representing some objective state of affairs, and reflects issues of 
control and power. Szasz (1964) emphasizes that there is little evidence by which to 
suggest that psychological difficulties are the result of disease and that definitions of 
mental illness are a product of social values. He suggests that mental illness legitimises 
the use of psychiatric force to control and limit deviance from societal norms. Further, he 
claims that psychiatrists are but soul doctors, the successors of priests, who deal with 
problems in living that have troubled people forever.
Pathologising an individual as ‘mentally ill’ also carries many problems. Individuals are 
seen as a label rather than a whole person and the label itself is an oversimplification of 
the complexities of a person. The label takes no account of contextual, interactional, and 
historical factors that may have contributed to the development of the individual’s 
difficulties and it gives little account to a person’s subjective attributions about their life 
experiences (Klerman, 1994). As counselling psychologists it is our clients’ subjective 
experiences that we are interested in, combined with contextual information, in order to 
build formulations to understand and work with clients’ problems in living.
Conclusion
Panic disorder may have a profound impact on an individual’s life. Clark’s (1986; 1988; 
1989) model of panic offers a way to help formulate and work with clients who present 
with panic disorder, which research suggests is effective for client outcomes. This paper 
also questions some of the assumptions underpinning current psychiatric nosology 
systems such as the DSM-IV and it seems there is questionable evidence by which to 
apply a disease model to classifications of psychological difficulties. Furthermore, by 
placing someone with a label overlooks their subjective experience and places the power 
within the medical establishment for understanding and treating the individual’s ‘illness’. 
It may be that when the focus of evaluation and judgment is placed firmly in the hands of 
another “he is [...] further from the therapeutic process than when he walked in” (Rogers, 
1951,p.223).
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The Depressive Position and Paranoid-Schizoid Position: theory, 
developments and implications for practice
Melanie Klein’s work has made a significant contribution to psychoanalytic literature and 
she is considered one of the founding figures of the object-relations tradition (Bateman & 
Holmes, 1995). The central tenet of object relations theory is that we are driven primarily 
by our attachment needs, that is, we are driven to form relationships with others (Gomez, 
1997). Within this tradition attachment, needs are considered primary rather than a 
vehicle through which the gratification of other instinctual drives are met, as proposed by 
Freud (1920/ 2003). Perhaps one of the main contributions made by Klein (1946/1986) 
was the notion of the ‘paranoid-schizoid position’ and the ‘depressive position’ (pp. 20). 
The current paper will outline Klein’s theory of the paranoid schizoid position and 
depressive position, outline some of the developments since her original work, and 
discuss the implications that Klein’s work has for therapeutic practice. Finally I will 
outline how I have used some of these ideas to inform my own practice using a brief case 
illustration.
Klein (1935; 1940; 1946/ 1986) argues that the first year of the baby’s life is 
developmentally the most important and she draws particular attention to the way in 
which the baby experiences and manages anxiety. Rather than using the term 
developmental ‘stages’, Klein (1946/ 1986) uses the term ‘position’ (pp.20) to highlight 
the idea that these are phases that can be returned to at a later time, rather than being 
superseded by successive stages in the individual’s development. Klein (1935; 1946/ 
1986) argues that the depressive position and the paranoid-schizoid position represent 
modes of relating to others, which dominate emotional life. Each position has particular 
patterns and configurations of anxieties, defences and different ways of organising 
experience (Greenberg & Mitchell, 1983).
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The paranoid schizoid position
The paranoid-schizoid position is thought to predominate in the baby’s first three months 
of life (Klein, 1946/ 1986). The central fear of this position is that of persecutory anxiety, 
which is the fear that one will be destroyed by a malevolent external force. Klein (1946/ 
1986) asserted that whilst persecutory anxiety could come about from negative 
experiences in the external world, it was mainly the result of the death instinct, which is 
the instinct to abolish post-natal life and is experienced by the baby as a fear of 
annihilation (Greenberg & Mitchell, 1983). This destructive force within the individual is 
experienced as too much for the baby to cope with and so he or she deflects it away from 
the self by projecting, or putting it into the original external object, the mother’s breast.
As a result the mother’s breast is then experienced by the baby as bad and threatening, 
giving rise to a feeling of persecution (Klein, 1946/ 1986). Part of the death instinct which 
remains in the baby is then turned into aggression and directed towards persecutors 
(Segal, 1997). However, through projecting his or her badness the baby experiences the 
mother’s breast as bad and threatening and so projects love and goodness, from the life 
instinct, into the breast, in order to make it feel safer and less threatening. Some of the life 
instinct is retained and used to establish a loving relation with the good object. Thus the 
breast is split into the ‘good’ and loving object and the ‘bad’ and persecuting object 
(Segal, 1973, pp. 45).
Splitting, introjection, projection and projective identification are defences used in the 
paranoid-schizoid position which enable the baby to manage his or her persecutory fears 
(Gomez, 1997). Firstly, splitting enables the baby to make sense out of the chaos that he 
or she experiences when being thrown into the world and organise his or her experiences 
(Segal, 1992). Splitting involves separating everything into loving relations and hateful 
relations and they are then kept widely separated from one another (Greenberg &
Mitchell, 1983). Here even whole objects, for example mother, can be divided into her 
good and bad parts. This splitting allows the baby to love and trust as it would be too 
anxiety provoking for the baby to view his/her good objects as also being those who 
he/she experiences at times as being bad and threatening (Segal, 1992). However, by
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splitting objects into good and bad the baby not only experiences total goodness but at 
times also experiences total badness, taking the form of persecutory anxiety. In order to 
ward off the persecutory fear, and prevent the destruction of the good objects and the self, 
the baby aims to introject the good object and identify with it, which is essential for 
healthy ego and super-ego development, and keep out the bad object and those aspects 
that contain the death instinct through projecting it into others (Hinshelwood, 1994). 
However, the baby does not only project badness but may also project goodness into the 
external world in order to make it a safer place, or to protect the goodness from the 
destructiveness that the baby feels from inside his/her internal world. Conversely the 
baby may introject bad experiences or objects in order to make the world a safer place or 
in an effort to control the object (Gomez, 1997; Segal, 1973).
Projective identification is another defence that can be employed in the paranoid-schizoid 
position. This is perhaps the most influential Kleinian concept prompting much interest 
and debate which is beyond the scope of this paper to outline in detail. However, 
according to Bateman and Holmes, (1995) projective identification in its original sense 
was seen as a phantasy in which bad or unmanageable parts of the self are split off from 
the rest of the infantile self, and projected into the mother in order to control or injure the 
mother from within. As a result the infant feels that the mother has become the bad part of 
the self. Bateman and Holmes (1995) suggest that the terms projective identification and 
projection are often confused. They state that Klein was clear in that projection was the 
mechanism underpinning the process whilst projective identification was the phantasy 
accompanying it. Bion (1962) extended Klein’s concept of projective identification where 
he describes the mother as a potential container of the baby’s projections and hostile 
feelings. The mother then detoxifies these feelings and returns them to the infant in a 
more manageable form when appropriate. Prior to Bion’s (1962) contribution Kleinian 
theory had been heavily criticised for its focus on the phantasy life of the internal world 
(Lemma, 2003). However, Bion (1962) demonstrates the importance and role of the 
baby’s external environment.
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There is, therefore, a constant internal struggle between the life and death instinct and the 
baby attempts to manage his or her anxiety or persecutory fear through the processes of 
projection and introjection, which serve to keep the good and bad objects widely 
separated. As a result, an individual’s perception of external reality is shaped by, and is a 
reflection of, their internal world. In addition, the external world shapes an individual’s 
internal life. However, excessive use of these defences can leave an individual feeling 
depleted, left without a sense of self, or without a reliable or consistent understanding of 
others (Cooper, 1996). Failure to work through the persecutory anxiety and the tendency 
to split in the paranoid schizoid position are basic pre-conditions for later psychotic 
illnesses (Spillius, 1994).
The depressive position
The depressive position emerges at around three months. However, a paranoid-schizoid 
mode of functioning may be returned to at any point, especially when under pressure 
(Klein, 1940/ 1986). In the depressive position loving and hating relations are able to be 
held together and whole objects can be internalised. As a result the baby becomes aware 
that those who he/she has attempted to destroy, are also those who he/she loves and 
depends on. The central fear of the depressive position then becomes the baby’s fear of 
his/her aggression and potential to destroy and harm both his/her internal objects, upon 
which his/her ego and sense of self depend, and external objects, upon which his/her 
survival depends. The baby then tries to relieve his/her anxiety and guilt through 
reparation, involving restorative phantasies and behaviour. In the throws of depression 
and guilt the baby may become despairing, believing his/her aggression to be too 
overwhelming for reparation to be possible, either because he/she has lost sight of his/her 
capacity for love and goodness, or because he/she never gained a belief in his/her 
goodness, and therefore his/her ability to make amends.
Depressive anxieties are never fully overcome and throughout life one struggles with the 
fate of one’s objects in light of one’s conflicted feelings towards them. The loss of 
objects is experienced as the result of one’s aggression and as retaliation for past
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destruction and hate. Loss brings about a feeling of depletion and desolation in the 
external world but also in one’s internal world. It also results in little belief in one’s own 
ability of love and restoration. Good experiences with others however generate a belief in 
one’s ability for love and restoration (Gomez, 1997). The pain of this new integration is, 
however, sometimes so great that it can lead to defences such as manic or obsessional 
reparation. If these defences fail the individual may retreat to the defences characteristic 
of the paranoid-schizoid position. The favourable outcome of the depressive position is 
the secure internalisation of the good object, which becomes the core of the ego. The 
individual’s capacity to love depends on this internalisation, and failure to achieve it 
constitutes the psychic basis of bi-polar affective disorder (Klein, 1935/ 1986).
More recent theorists such as Steiner (1992) have built on this aspect of Kleinian theory 
and now see the critical aspect of the depressive position as the child’s achievement of 
separateness and the perception of the object’s independence. This similarly requires the 
child to learn that love is constant even in the face of rage and aggressive phantasies.
Until the child learns this he or she will interpret all frustrations and separations as a form 
of retribution because of past destructive phantasies.
Implications for practice
Klein (1952) emphasised that there is a dynamic relationship between the two positions 
and neither one is resolved. Therefore, throughout life individuals may oscillate between 
the two (Lemma, 2003). However more modem Kleinians, largely as a result of the work 
of Bion (1963), have loosened the connection between the positions as designating literal 
developmental stages in infancy, to the point where the positions are conceived as ‘states 
of mind’, regardless of the chronological age at which they were experienced. This has 
led therapists to look for the moment to moment shifts in session from integration and 
depressive anxiety towards fragmentation and sometimes persecution, rather than looking 
only for major shifts of character (Spillius, 1994).
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The main aim of the therapy could be said to be the reintegration of the client’s split off 
parts of the self in order to reach the depressive position, which is facilitated through 
interpretation of the transference (Bateman & Holmes, 1995; Brenman Pick, 1985; 
Spillius, 1994). Developments in the use of the term projective identification emphasise 
the communicative aspect, where the client’s projections are then experienced by the 
therapist, evoking a counter-transference response (Joseph, 1988). The therapist’s 
counter-transference can then be used as an important tool in understanding the client’s 
internal world. However, the use of the concept in this sense should be used with care as 
Spillius (1992) warns of the danger of therapists claiming their own unresolved issues 
were caused by their clients. Bion’s (1963) work emphasises the mother as a container 
for the baby’s projections which can be used as an analogy for the therapist and client 
interaction. The implication of this is for the therapist to determine whether the splitting 
needs to be left un-interpreted, at least initially, or whether the negative transference must 
be faced and interpreted from the start (Bateman & Holmes, 1995)
The depressive position challenges the therapist and client to manage the associated 
anxieties of separation and feelings of guilt and concern which contribute to a desire to 
repair the perceived damage to the object. Again this is thought to be achieved through 
interpretation of the transference, as this is where the client’s affect is most present. This 
leads to the modification of the client’s internal objects and paves the way for a more 
‘realistic’ assessment of other relationships in the client’s life (Lemma, 2003).
Clinical illustration
The following case illustration demonstrates how I made use of some of the Kleinian 
concepts outlined above.
Mrs Bubble was a client that I worked with over a six month period. She had been 
suffering with recurrent depression for several years, since the birth of her first child.
From her history there seemed to be an underlying depressive anxiety with an acute fear 
of abandonment. In particular it seemed that difficult issues had to be kept a secret, and
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her needs and aggression suppressed, otherwise there would be catastrophic consequences 
such as others abandoning her. Just one example of this was when Mrs Bubble disclosed 
to her mother that her mother’s partner had behaved sexually inappropriately towards her. 
In response, her mother intimated that she would take her own life if  Mrs Bubble did not 
continue to keep this incident a secret.
Mrs Bubble’s fears of abandonment continued to be a concern for her in her current 
relationships with her friends and family which led to her sacrificing her own needs over 
others. In the therapy Mrs Bubble’s friend with whom she was having particular 
difficulties, became a frequent discussion in the therapy. This friend seemed to become 
the persecuting ‘bad’ object who Mrs Bubble would be furious at in the sessions for her 
friend’s negative remarks towards her. Mrs Bubble, however, was unable to speak to her 
friend about her dissatisfaction over the way she spoke to her. During the sessions we 
explored what held Mrs Bubble in this relationship and discovered the ‘good’ parts of the 
relationship which in particular related to the sense of security and consistency that her 
friend offered. Gradually Mrs Bubble was able to hold her ambivalent feelings towards 
her friend together. With this insight she worked at creating more distance from her 
friend. However, in doing so she feared not only being abandoned by this friend but also 
feared everyone else turning against her for doing so, which seemed to indicate a 
persecutory fear and a shift back into the paranoid schizoid position. Mrs Bubble was able 
to work through these fears and tolerate the distance from her friend until she discovered 
her friend had become gravely unwell. Mrs Bubble then went to great lengths to try and 
repair this relationship as if she wanted to undo the damage that she unconsciously felt 
she had inflicted. Together in the therapy we explored this and Mrs Bubble began to 
tolerate being there for her friend without profusely apologising for creating the distance 
that she had made between them.
Much of the work that I have presented with Mrs Bubble focuses on her relationship with 
an external object. As Kleinian therapists tend to focus on the transference and view 
transference as the totality of the analytic situation (Joseph, 1986), it could be said that
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much of Mrs Bubble’s discussion about her friend was in fact related to her feelings about 
me. Perhaps a greater focus on the transference could have been a more powerful 
mechanism for change yet trying to access the negative transference was difficult and 
repeatedly denied by Mrs Bubble. However, perhaps this is not surprising considering 
how fearful she was of her own anger and perhaps she was also fearful that I may too 
abandon her.
One of the assumptions of Kleinian analysis is the view that the therapist can have expert 
knowledge about the client decoded through the transference due to the therapist’s 
position of neutrality and objectivity. Rather than taking this position I viewed the 
therapeutic process as an inter-subjective encounter, acknowledging my role in shaping 
the therapeutic processes. In this sense I approached the therapy as a collaborative 
exploration that Mrs Bubble and I were both in the process of constructing together. It 
would seem indefensible to argue that the therapist could take a stance of pure objectivity, 
and that his/her own personality will not shape or contribute in anyway to the therapy.
Critics of Klein
Klein’s (1935; 1940; 1946/ 1986) focus on the internal world of phantasy, that gives 
shape to the depressive position and paranoid schizoid position, has led to her being 
criticised for the lack of importance attributed to the environment such as the behaviour 
and characteristics of the parents in shaping the baby’s development (Lemma, 2003). 
However, Spillius (1994) argues that this is a misconception, and that whilst Klein does 
not stress conceptually the actual external parents’ personality and characteristics, she 
does mention the importance of the parents’ characteristics in shaping the phantasies and 
behaviours of the child. Although Spillius (1994) notes that even in these instances the 
emphasis is on the role of the parent as corrective and mitigating factors, modifying the 
anxieties arising from the child’s inherent phantasies. In addition, it is believed that it is 
the representation of the internalised objects between mother and child that influences 
development, rather than the actual state of this relationship (Lemma, 2003). However, 
Bion’s (1963) developments of Kleinian thinking give greater acknowledgment to the
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role of the mother and the interpersonal processes involved in the development of the 
individual. Lemma (1994) notes that whilst contemporary Kleinian thinking is still 
skewed towards the role of phantasy, greater acknowledgment is given to the way 
environmental failure and trauma shape the contents of the internal world.
Many of the criticisms of Klein’s work arise from the fact that her theoretical 
suppositions are based on inferences drawn from infant observations, much of which has 
not or cannot be subjected to current methods and expectations of scientific enquiry. For 
example it would seem difficult as to how Klein’s assertions, regarding the place of the 
paranoid schizoid position and the depressive position in the infants development, could 
be investigated when they revolve around the internal world of the preverbal child.
Despite criticisms against Klein for attributing to very young children innate capacities 
involving considerable cognitive ability (Greenberg & Mitchell, 1983), recent research 
seems to substantiate some of Klein’s hypotheses. For example, Klein (1946) claims that 
babies are able to differentiate from self and other in order to split off the threatening 
parts of the self into an external object. In support of this, Gergely (I99I) and Stem 
(1985) both argue that current evidence suggests that babies are equipped from birth with 
the cognitive and perceptual skills that would enable them to build internal 
representational models of the object world. Despite these initial findings, much of 
Klein’s theory remains speculative, but continued efforts in developmental research may 
shed more light on infant processes in the future. Spillius (1994) also notes that the 
usefulness of these positions emerges not from their conjectural role in infantile thought, 
but in the meaning and enrichment that it gives to clinical work with clients. She states 
that problems occur when these speculations are treated as fact, which increases the 
danger of clinging to a theory that is not as useful as it could be because one thinks it is 
literally ‘true’.
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Summary
In summary, I have outlined Klein’s theory of the development of the infant involving the 
paranoid-schizoid position and the depressive position. Each have their own sets of 
anxieties, defences and object relations. Klein (1952/ 1975) claims that development 
through these stages have important implications for later patterns of relating and the 
individual continues to oscillate between the two positions throughout life. However, 
much of Klein’s work remains speculative and Spillius (1994) argues that the role of the 
positions in the infant’s development should not be taken as ‘fact’ but rather be used for 
the meaning that they bring to client work.
I have given a brief example of how I have used some of the theory regarding these 
positions to aid my client work. Within this I have also taken heed of the critics of Klein, 
who have argued that she does not pay enough attention to environmental influences. I 
have found that taking into account the interplay of both phantasy and environmental 
influences offers a greater understanding of clients’ difficulties.
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The Role of the Therapeutic Relationship in Cognitive Behavioural 
Therapy and the Implications for Working with Relationship Ruptures
Introduction
The principal aim of this paper is to outline the role that the therapeutic relationship (TR) 
is thought to play in cognitive behavioural therapy (CBT). I aim to demonstrate how this 
has changed with the development of schema-based cognitive therapies and I will outline 
the implications that these different ways of conceptualising the role of the TR has for 
therapists when working with problems that arise in the TR during the course of therapy. I 
will use case illustrations from my own practice when the TR came under threat, the 
difficulties that this brought up for me, and the ways in which I sought to manage them.
The therapeutic relationship
The therapeutic relationship: ‘two people with problems in living, who agree to 
work together to study those problems, with the hope that the therapist has fewer 
problems than the patient (Sullivan, cited in Safran & Segal, 1990, p.5)
The importance of the relationship to the therapeutic endeavour comes in light of a 
substantial amount of research that demonstrates its impact on treatment effectiveness 
(Martin, Garske & Davis, 2000). There is even evidence to suggest that the impact of the 
alliance explains more of the variance that can be explained than by technique or 
theoretical orientation (Horvath & Bedi, 2002). It therefore seems essential that any 
modality of therapy would need to incorporate and clearly delineate the role and 
importance of the RT in its theoretical approach.
Cognitive behavioural therapv tCBTI
Interest in, and the application of, CBT has grown exponentially over recent years. 
According to the current National Institute of Clinical Excellence (NICE) guidelines CBT 
is now regarded as treatment of choice for many psychiatric disorders such as panic 
disorder, generalised anxiety disorder, depression, bulimia, anorexia and obsessive
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compulsive disorder. Its application has been advanced more recently to the treatment of 
conditions that have historically been regarded as unnameable to treatment, such as 
personality disorders and psychosis with promising findings.
CBT is a hybrid of both behavioural therapy and cognitive therapy. Behavioural therapy 
developed through the 1950s and asserted that dysfunctional behavioural patterns were 
the result of unhelpfiil learning through the association of a stimulus with particular 
response (Eysenck, 1960). New behaviours could be learned through breaking these 
associations or through positive reinforcement of more adaptive behaviours. Token 
economy systems are just one popular example of the application of these techniques. The 
cognitive revolution of the 1960s and 1970s saw greater importance being attributed to 
the way in which a person is an active component in the way in which they understand 
and structure their worlds, rather than passive information processors. This provided the 
spring board for the development of cognitive therapy. Beck (1976) suggested that the 
way in which a person appraises certain situations and events has a significant impact on 
the way that they feel. He theorised that ‘thinking disorders’ were at the core of problems 
such as anxiety and depression, and could be characterised by “certain distortions of 
reality based on erroneous premises and assumptions” (Beck, 1976, p3). For example, he 
asserted that individuals with depression are subject to a ‘cognitive triad’, involving 
pessimistic views of themselves, the world and the future. Furthermore Beck (1976) 
claimed that this ‘cognitive triad’ is used to organise perception, memory and behaviour 
and thus a person who is depressed is often biased towards noticing and interpreting 
negative rather than positive events and in this way the depression is maintained.
CBT in its current form views human experience as the product of four interacting 
elements: physiology, emotion, behaviour and cognition, therefore changes in anyone of 
these areas will affect changes in anyone of these other interconnected elements.
However, within the cognitive behavioural tradition, the primary emphasis is on breaking 
out of negative chains via the cognitive and behavioural ports of entry (Sanders & Willis, 
2005). Therefore the cognitive behavioural therapist is equipped with a variety of
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techniques and skills aimed at eliciting unhelpful thoughts, beliefs, and assumptions, and 
means of challenging these.
The therapeutic relationship in CBT
In CBT, the development of the therapeutic relationship is characterised by collaborative 
empiricism (Beck, Emery & Greenberg, 1985) where both client and therapist take an 
active stance, alongside each other, towards overcoming the client’s problem(s). 
Externalising the problem in this way fosters a climate where the client may be less prone 
to feeling personally attacked and resisting the therapy (Sanders & Willis, 2005). In line 
with the collaborative nature of the relationship, psychoeducation forms an important part 
of the therapy, where the therapist’s role may be akin to that of educator by teaching 
clients how to conceptualise their problems, such as possible causal and maintaining 
factors, and the skills by which to overcome their difficulties. The therapist will typically 
encourage clients to monitor and record their thoughts, re-evaluate their unhelpful 
thoughts and implement behavioural experiments to ‘test out’ the validity of these 
thoughts. It is in this sense that CBT has been criticised for presenting the therapist as the 
‘expert’ (Miller & Rollnick, 1991) with the client as a passive recipient of professional 
advice. However, a truly collaborative relationship will encourage clients to contribute to 
the process by deciding on goals, find solutions to their own problems and devise ways to 
test out their beliefs. This can be facilitated through Socratic questioning and guided 
discovery rather than didactic methods.
The collaborative nature of the relationship also means that at differing points in the 
therapy one party may take the lead over the other. For example, in the beginning stages 
of the therapy Beck (1995) suggests that the therapist may take the lead on structuring the 
sessions until gradually the client feels more able to do so. In addition, the therapist may 
offer potential solutions or alternative perspectives when the client feels stuck and unable 
to find a way forward. The therapist’s willingness to offer advice and structure the session 
can instil hope in the client that their problems can be overcome and thus increase
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motivation, factors which have been found to be important to positive therapeutic 
outcomes (Marmar, Gaston, Gallagher & Thompson, 1986).
Supporters of person-centred approaches which focus on ‘being with’ the client may 
criticise CBT for disempowering the client, through the focus on ‘expert knowledge’. 
However, they also designate ways and means by which the therapist can work with 
clients yet the focus on “being with” often means that their methods are not as accessible 
to the client. In contrast, the transparency of CBT methods and the offering of therapist’s 
skills, if done well, ultimately empowers the individual to become their own therapist.
Whilst CBT does acknowledge and highlight the importance of the TR by emphasising its 
collaborative nature, the focus continues to be towards the characteristics (of the TR as a 
means to exchange knowledge and implement techniques) rather than the quality of the 
relationship per se. With the accumulating evidence demonstrating the importance of 
relationship factors to the outcome of therapy, more attention has been given to how these 
relationship variables influence change in CBT.
As we have seen so far the cognitive behavioural approach places great emphasis on 
overcoming the client’s difficulties by changing unhelpful thinking patterns and 
behaviours through using certain tools and techniques rather than the relationship. This is 
one important area where CBT differs from person-centred and psychodynamic therapies. 
Thus the common view among cognitive behavioural therapists is that the relationship 
factors provide the required conditions to implement specific techniques that are 
ultimately responsible for change (Holtforth & Castonguay, 2005) and therefore 
according to this view the TR is seen as necessary but not sufficient for change (Sander & 
Willis, 2005).
Keijsers, Schaap, & Hoogduin (2000), in a review of the literature on the relationship in 
CBT, identified two sets of relationship factors that have been found to be associated with 
good therapeutic outcomes. The first of these include therapist’s qualities such as warmth.
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accurate and empathie understanding, genuineness, trust and the ability to develop rapport 
with the client. Indeed Beck, Rush, Shaw and Emery (1979), in the seminal book 
‘Cognitive Behavioural Therapy for Depression’, identified these attributes as important 
for the development of a good TR in order for the work of therapy to be done.
These relationship factors are thought to influence the processes of change in the 
following ways: by providing a safe and trusting environment which has been seen as 
important to maintaining engagement in ongoing therapy (Leahy, 2003); contributing to 
the collaborative endeavour (Padesky & Greenberg, 1995); meeting the client’s relational 
needs and so triggering greater openness and receptiveness to the therapist and 
therapeutic tasks (Holtforth & Castonguay, 2005); strengthening the therapeutic bond, 
which facilitates change through the reinforcement value of the therapist and increasing 
the likelihood that the client will engage in the work inside or outside the session (Wilson 
& Evans, 1977); and, finally, strengthening the therapeutic alliance (Raue & Goldfried, 
(1994).
This brings us on to the therapeutic alliance which Keijsers, Schaap and Hoogduin (2000) 
identified as the second set of relationship factors associated with good therapeutic 
outcomes in CBT within the literature. Bordin (1979) from a pantheoretical approach has 
suggested that the therapeutic alliance comprises a relational bond, agreement on 
treatment, and agreement on therapeutic procedures. Therefore, if the client and therapist 
are miss-attuned in terms of how they understand the client’s given difficulties, or the 
suitability of the treatment plan, it is highly likely that the client will become disengaged 
from the therapy. Therefore Raue and Goldfried (1994) suggest that any ‘resistance’ 
should indicate to the cognitive behavioural therapist that one or more aspects of the 
therapeutic alliance need attending to. The therapist may need to think about whether they 
have understood the client’s difficulties appropriately or whether the rationale of the 
therapeutic tasks has been explained properly to the client. It may also be that the client 
feels overwhelmed by the enormity of the task or that the client believes following the 
treatment plan will not produce a more favourable outcome than an alternative course of
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action. In this instance it may be that the client and therapist need to renegotiate the 
therapeutic tasks so that they are acceptable to both client and therapist, whilst remaining 
therapeutic.
In summary, what are commonly referred to as the first generation cognitive therapies 
view the TR as important to facilitating engagement in the therapeutic tasks. In this sense 
problems in the relationship are therefore seen as obstacles to be overcome and avoided 
as far as possible as they only serve to hinder the therapeutic process. Provisions can be 
put in place by engendering a therapeutic atmosphere using empathy, warmth, 
genuineness and building a good rapport, which should go someway towards building a 
good therapeutic alliance. Psychoeducation and problem solving are also means by which 
to approach threats to the alliance, should they occur.
One of the biggest difficulties in CBT, which can threaten the therapeutic alliance and 
impede progress, is the client’s lack of engagement in homework assignments (Leahy, 
2003). I will demonstrate how this problem presented itself in my first year placement:
I worked with Mr D, a male in his late twenties, using a CBT framework with the aim of 
reducing the frequency and intensity of his panic attacks. The initial stages of the therapy 
were spent socialising Mr D to the cognitive behavioural model and working together to 
understand how the problem developed and possible maintaining factors. Together we 
devised a graded hierarchy to gradually desensitise Mr D to open spaces and challenge his 
beliefs that “the world will cave in” or “he would “die” if he did not escape the situation. 
Initially this went well and Mr D told me that he had managed to successfully complete 
the tasks lower down on the hierarchy (i.e. those that were least anxiety provoking). 
However, further in to the work, and as we moved up the graded hierarchy to increasingly 
more anxiety provoking tasks, Mr D started to report that he had been unable to complete 
his homework assignments in a rather vague and evasive manner. He also began to miss 
sessions without letting me know. Following the typical CBT approach I tried to facilitate 
a discussion in order to engage in a problem solving approach to find ways of overcoming
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any difficulties that prevented completion of the task or attendance to the therapy. 
However, this proved problematic with Mr D’s rather defensive and evasive manner and I 
was conscious not to appear persecutory through my questioning. Yet his reticence often 
left me feeling frustrated and full of questions. He would assure me that he just had not 
had the opportunity to complete the task but would do so for the following week’s 
session. Mr D did not arrive for our tenth session and I did not see or hear from him 
again.
I raised this issue in supervision where we discussed how this client may have felt 
overwhelmed by the homework assignments, which had perhaps not been agreed in a 
truly collaborative manner. Perhaps my eagerness to apply the techniques I had recently 
learned was at the expense of creating a trusting, understanding and empathie 
relationship. Whilst I feel that these are all very valid points, from which I have learned a 
great amount, as a naïve therapist (this was my first CBT client in my first year of 
training), I was left feeling that this was not sufficient. I felt that the difficulties within the 
therapeutic relationship needed addressing in a more direct manner but, still new to this 
approach, I was left feeling that I did not have the vocabulary or frame work consistent 
with a CBT approach to address such issues. Rudd and Joiner (1997) have also made 
similar remarks regarding the deficiency in the first generation of cognitive behaviour 
therapies to address alliance issues. This now brings us on the second generation 
cognitive theories.
Developments in CBT and the second generation of cognitive therapies 
The arrival of the second generation schema driven approaches saw a greater focus being 
placed on the TR as a window in to the client’s difficulties and as an active mediator for 
change. This is particularly so for clients with more complex or long term problems like 
personality disorders, as interpersonal difficulties are often at the heart of their problems. 
Key figures in this movement are Young (1990; 1999) with his schema-focused approach 
and Safran and Segal’s (1990) cognitive-interpersonal model. Key features of these
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approaches will be outlined here and illustrated using a case example from my own 
practice.
Young (1990) identified a subset of schemas which he called ‘early maladaptive 
schemas’. These schemas are broad and pervasive themes about oneself and one’s 
relationships with others. They are thought to develop during childhood through 
dysfunctional relationships with others. They form the basis upon which to process later 
experiences and in doing so become elaborated upon throughout life and determine a 
person’s thoughts, feelings, behaviours and relationships with others (McGinn & Young, 
1996). As these schemas become core to the cognitive organisation of the self, the person 
may engage in a number of cognitive, emotional or behavioural strategies that serve to 
maintain the validity of the schema as the threat of schematic change presents too much 
of a threat to the self.
Similarly, Safran and Segal (1990) talk about ‘self perpetuating interpersonal schemas’ in 
which interpersonal schemas evoke a ‘cognitive interpersonal cycle’ (Safran, 1990).
These ‘cognitive interpersonal cycles’ occur when a person is pulled into acting in a 
complementary fashion to another’s behaviour. For example when faced with another’s 
anger the interpersonal pull is to be submissive. It is in this way that unhelpful 
interpersonal schemas are maintained. The TR therefore allows access to these 
‘maladaptive interpersonal schemas’ and provides the opportunity for addressing them 
through traditional CBT techniques and the experience, by the client, of new ways of 
relating which Young (1990) terms ‘limited reparenting’. It is here that we see the 
relationship as a central mechanism to change.
Miss A is lady who I worked with using a time limited approach. She was referred to 
therapy due to a long history of anxiety and depression, and interpersonal problems of 
both a dependant and avoidant nature. In the early stages of the therapy I struggled to 
engage Miss A in a collaborative relationship and I felt that she assumed a rather passive, 
powerless approach to her difficulties. In response to this I found myself taking an overly
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active and directive stance in the therapy, instigated by NATs, such as “I must do better” 
and “she needs me to be more helpful”. I began to introduce the idea o f homework in to 
the session in an effort to encourage Miss A to take a more active and collaborative role. 
However, Miss A came to the following session offering a variety of reasons as to why 
she was unable to complete the homework. She then missed the following session.
I was immediately alerted to difficulties within the relationship and took this to 
supervision. This helped me to see how our TR mimicked Miss A ’s relationships outside 
of the therapy. We had already identified that she feared others would think that she was 
“silly” or “stupid”, indicating schemas relating to what Young (1990) termed ‘failure’ and 
‘incompetence’. In order to avoid activating these schemas, it seemed that Miss A ’s 
coping strategy was not to come to the session. Miss A’s passiveness in the therapy can 
be seen as another manifestation of these schemas. Her dependency on me to lead the 
session could be seen to reflect her feelings about herself as incompetent and I entered 
into a ‘cognitive-interpersonal cycle’ by being overly active and further maintaining her 
schemes of failure and incompetence.
When I met with Miss A for the following session, I tentatively offered her my thoughts 
on what had been happening between us, which was met with a great deal o f relief by 
Miss A who confirmed that she had indeed feared not doing the homework assignments 
“right”. From this we collaboratively agreed on small assignments each week to build her 
sense of mastery and to work on disconfirming her beliefs of inadequacy. In addition, I 
carefully monitored my thoughts and level of participation in the therapy, being careful 
not to fall into being the “rescuer” or perceiving Miss A as helpless. This allowed her 
greater space for becoming more active and a more collaborative relationship was built.
Conclusion
In conclusion, CBT has undergone major developments in the ways in which it views the 
role of the TR and the implications this has on working with problems that threaten it. 
Traditionally the role of the TR has been viewed as a facilitator to the processes by which
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change can develop through the implementation of techniques. However, the role of the 
TR in CBT as a means of gaining a greater understanding of clients’ difficulties and as a 
key component to change is increasingly being recognised through schema based models. 
These developments are particularly promising for the counselling psychologist whose 
identity is based on a holistic approach to the individual with the importance of the 
relationship at its core.
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Introduction to the Therapeutic Practice Dossier
The therapeutic practice dossier provides an overview on aspects of my clinical work 
throughout the three years of my clinical practice, whilst undertaking my 
psychotherapeutic and counselling psychology training. This dossier contains an 
overview for each of my clinical placements during these three years. This is followed by 
my Final Clinical Paper which outlines my professional journey towards becoming a 
Counselling Psychologist.
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First Year Clinical Placement: A NHS Psychology Department
November 2004 — July 2005
This placement was set in the Psychology Department in a Health and Social Care NHS 
Trust. The department consisted of both primary and secondary care services within a 
community hospital. The secondary care service was also attached to the psychiatric in­
patient unit located on the hospital site. The hospital was located in a busy town that 
served rural and urban communities. Throughout the placement I worked within the 
primary care service which took referrals from five GP surgeries within the catchment 
area. Towards the end of my placement the service underwent major reorganisation. This 
involved closure of the Primary Care Service and the development of a Specialist 
Psychological Therapies Service. Despite these changes I continued to see clients who 
had been on the primary care waiting list.
The Psychology Department was managed by a Consultant Clinical Psychologist and 
consisted of a range of clinical psychologists and counselling psychologists many of 
whom held split posts between the Primary Care Service and the Community Mental 
Health Teams. There were also five counselling psychology and clinical psychology 
trainees, within the department. A range of therapeutic modalities were offered by 
psychologists including psychodynamic, cognitive behavioural, integrative and 
systemic/narrative therapy.
The Primary Care Service saw clients from the ages of 18 to 65, who had mild to 
moderate problems. The service offered short term therapy of six sessions although there 
was some flexibility dependent on the client’s need. For example, I saw some clients for 
up to twelve sessions. I saw a mixed client group in terms of gender and worked with a 
wide range of difficulties including depression, relationship difficulties, health anxiety, 
panic attacks and difficulties of an obsessional nature. Initially I worked primarily using a 
person-centred approach then later in to the placement I also used cognitive behavioural 
principles with some clients when it seemed more appropriate to do so. I also co­
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facilitated, with my supervisor, a Counselling Psychologist, and a Clinical Psychologist 
from the department, two six week groups for clients with anxiety or depression using a 
cognitive behavioural orientation. As with all my placements, client studies, process 
reports and log books were completed in accordance with university course requirements.
Skills development was considered a priority in the department and consequently there 
were a range of in house training activities. I attended a fortnightly narrative/ systemic 
supervision group, monthly cognitive-behavioural training and fortnightly departmental 
meetings. I also attended a fortnightly training group for trainee psychologists. These 
workshops were given by one of the team’s psychologists and included topics such as 
assessment, assessing risk, trauma, mindfulness, child sexual abuse, depression, the 
relationship in CBT and borderline personality disorder, largely from a cognitive 
behavioural approach.
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Second Year Clinical Placement: A NHS Psychotherapy Department
September 2005 — July 2006
The context of my second year placement was a Psychotherapy Department of a large 
Mental Health NHS Trust which provided psychotherapy services to outpatients and in­
patients from the wards of the psychiatric hospital in which the department was based. 
Within the psychiatric hospital there was also an eating disorders clinical, drug and 
alcohol clinic, psychology department and psychiatric outpatient clinics. The psychiatric 
hospital was based within the grounds of the acute general hospital and served nearby 
rural and urban communities.
The psychotherapy team consisted of: two Consultant Psychiatrists who specialised in 
psychotherapy, one of whom was also the head of the department, one Specialist 
Registrar undertaking training in psychotherapy, and six other Adult Psychotherapists 
including a Couples Psychotherapist. There was also another Counselling Psychologist 
trainee undertaking a placement.
The psychotherapy service accepted referrals for older adolescents and adults up to 65 
years of age from a variety of sources including psychiatrists. Community Mental Health 
Teams, GPs and psychologists from the primary and secondary care sectors. All therapy 
assessments were undertaken by the Adult Psychotherapists during a referral meeting. 
Clients were generally seen weekly for long term therapy (often up to two years), 
although brief therapy for 16 sessions was also offered. Couple therapy was based on the 
Tavistock’s twelve-session brief therapy model.
I practised psychodynamic therapy supervised by three psychoanalytically trained 
psychotherapists. I had two supervisors, who each provided weekly supervision for two 
clients. My supervision for the couples work took place weekly in a group format that 
was also attended by my co-therapist and a Trainee Clinical Psychologist who was also 
undertaking couples work. This was supervised by a couple’s psychoanalyst. I saw clients
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referred for anger issues, issues around childhood sexual abuse, depression and anxiety. 
The couples who I worked with had difficulties related to intimacy, trust, addictions and 
depression.
I also became involved in other activities which included attending a drama therapy 
workshop, a music therapy workshop, a Consultant Psychiatrist’s weekly ward round on 
the in-patient unit (over a three month period), weekly attendance at clinical presentations 
by the Senior House Officers to the Consultant Psychiatrists, and weekly departmental 
meetings. I also attended lectures by external speakers who gave talks on treatment 
resistant depression, early intervention with psychosis, CBT for psychosis and atypical 
psychotics. The department also held a weekly supervision group where members took it 
in turn to present client material which I attended and presented at. I also attended 
fortnightly seminars on couple’s psychoanalytic psychotherapy. Topics included couples 
assessment and the work of Malan, Klein and Bowlby as applied to the couple dynamic.
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Third Year Clinical Placement (a):
A NHS Psychological Therapies Department
September 2006-August 2007
In my final year I undertook a split placement: one in a secondary care service within the 
Psychological Therapies Department (PTD) and the other in a Community Mental Health 
Team (CMHT), both within the same NHS Trust and linked together in order to provide 
clients with continuity of care.
The PTD was comprised of a secondary service, a primary care service and a small 
tertiary level specialist service offering long term psychodynamic therapy and family 
therapy. The team consisted of clinical psychologists, counselling psychologists, assistant 
psychologists and trainee psychologists. The department was located in a psychiatric 
hospital on the site of the general hospital in an inner city area that had high levels of 
social deprivation and an ethnically diverse population.
I worked in the secondary care service which provided psychological therapy for adults 
from 18 to 65 with severe and enduring mental health problems. The secondary care 
service supported the work of three CMHTs and five psychiatric in-patient wards located 
in the same building. Referrals were taken from the in-patient wards, psychiatrists and 
members of the CMHTs including social workers and occupational therapists. Each 
CMHT had their own on site psychology service and therefore it was the clients with 
more complex needs who required longer term work or more specialist therapy who were 
referred to the PTD. The PTD worked closely with the psychiatric services.
Each of the psychologists has their post split between the PTD and work in a CMHT. 
Within the PTD each psychologist was attached to the psychiatric ward (each ward taking 
individuals within a specified locality) that corresponded to the CMHT in which they 
worked. This, therefore, allowed psychologists to continue seeing clients when they move 
back in to the community after an in-patient stay.
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Psychologists in the PTD generally worked in either a psychodynamic or cognitive 
behavioural way. My supervisor was a Counselling Psychologist and worked in either 
modality but specialised in cognitive behavioural therapy for psychosis. I practised 
cognitive behavioural therapy throughout the placement and undertook all o f my own 
assessments for the clients that I worked with. The service advocated a time limited 
therapy of up to 18 sessions although there was some flexibility dependent on the client’s 
need and level of risk. I saw clients from a variety of backgrounds in terms of ethnicity, 
age, and socioeconomic status. I also worked with both men and women. Many o f the 
clients that I saw suffered from psychotic illnesses, bipolar affective disorder or severe 
depression. I also co-facilitated, with my supervisor and the lead nurse, a weekly ward 
based group for psychiatric inpatients. This was an ongoing open group, so that any of the 
patients could attend. As a result attendees would vary from week to week.
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Third Year Clinical Placement (b): A Community Mental Health Team
September 2006 -A ugust 2007
The community Mental Health Team (CMHT) was located in a residential setting within 
the same locality as the Psychological Therapies Department described above. The team 
was multidisciplinary in nature and comprised of psychiatrists, approved social workers, 
community psychiatric nurses and clinical and counselling psychologists. The CMHT 
consisted of the following teams: the Assessment and Brief Treatment Team; the 
Continuing Care Team, which used the Care Programme Approach to provide a service to 
those with severe and enduring mental health problems; a Forensic Service, working with 
ex-offenders and others with a history of violence who have serious mental health 
difficulties; the Home Treatment Team who worked in partnership with the other parts of 
the service so that more support could take place at client’s homes and prevent against in­
patient admissions; and the Early Intervention team, working with young people with a 
first or second episode of psychosis.
The psychology service offered short term cognitive behavioural therapy, advocating a 
maximum of fourteen sessions, to clients with complex problems. I saw clients with a 
range of difficulties including panic disorder, agoraphobia, bipolar affective disorder, 
depression, social anxiety, generalised anxiety, obsessional behaviours, psychosis and 
interpersonal-relating difficulties. Clients varied in age, gender, ethnicity and 
socioeconomic status.
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Final Clinical Paper: My Personal and Professional Development as a 
Counselling Psychologist
When writing this paper I realised that upon embarking on my training, I was under the 
illusion, albeit not formulated in such a conscious way, that at the end of my three years 
of training I would have learnt everything that I needed to know about being a 
counselling psychologist. I would have all the ‘answers’ and be equipped with all the 
‘tools’ I needed. However, the closer I have come to the end of my training the more I 
have come to understand that being a counselling psychologist requires me to be 
continually developing, continually reflecting on myself and my practice, and to remain 
open to both personal and professional influences. I now recognise that ‘becoming’ a 
counselling psychologist will be a life long journey where my professional training over 
the past three years provides a very solid foundation to this ongoing process.
Therefore my approach to writing this paper is to give the reader a sense, due to 
restrictions imposed, of my professional development as a Counselling Psychologist to 
date. In order to do this I will reflect upon the various aspects of my training experience 
that have played an important role in shaping my identity as a Counselling Psychologist. 
These include the ethos of counselling psychology, psychological theories, research, my 
clinical practice, supervision and personal therapy.
Counselling Psvchologv
Counselling psychology’s unique identity and philosophy are rooted in the humanistic 
tradition, which places the therapeutic relationship at the centre of the therapeutic 
endeavour and advocates respect for the uniqueness of clients and values their subjective 
experiences (Woolfe, 1996). I believe that it this emphasis on the therapeutic relationship 
and respect for the client’s phenomenological world that distinguishes counselling 
psychology from the other disciplines which espouse a medical model of illness. In the 
spirit of its humanistic values, counselling psychology as a discipline takes a critical 
stance towards the medical model as applied to psychological difficulties. This forms the 
basis of my practice regardless of the theoretical orientation from which I have practiced.
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which I hope to demonstrate throughout this paper. The recognition of the centrality of 
the therapeutic relationship in counselling psychology practice is also supported by a 
large body of evidence that highlights the importance of the therapeutic relationship on 
treatment effectiveness (Martin, Garske & Davis, 2000). Moreover, the research indicates 
that the impact of the relationship explains more of the variance in positive therapeutic 
outcomes, than by technique or theoretical orientation (Horvath & Bedi, 2002).
Therefore, by foregrounding the therapeutic relationship in my practice I also consider 
myself to be working from an evidence base. In addition, I have found that it is the 
therapeutic relationship, and the way that it is conceptualised and used within the 
different models of therapeutic practice, which has been the basis on which I have 
contextualised my understanding and practice of the various therapeutic that I have been 
exposed to throughout my training.
This, however, is not to overlook the fact that retaining these core values has been more 
challenging in some contexts and with some theoretical orientations over others. 
Particularly as I have taken placements in the National Health Service (NHS) throughout 
my three years of training which in the main subscribes to a scientific biomedical model 
of illness, whereby patients are diagnosed and treated through somewhat standardised 
techniques or practices being ‘done to them’. However, I believe that is through working 
in these settings counselling psychologists can have a positive impact and begin to break 
down dominate medical discourses that focus on pathology and mental illness. 
Furthermore, the tension that I have experienced throughout my training between the 
relational aspects of counselling, and the more technical aspects of being a psychologist, 
that these settings in particular engender, also reflect an ongoing challenge that faces 
counselling psychology as a profession, and its attempt to integrate its humanistic 
influences with academic psychology which has its roots in the dominant scientific model 
which espouses a positivistic epistemology that attempts to be ‘objective’ and value free 
(Strawbridge & Woolfe, 2003). I do not anticipate coming to some definitive answer to 
this but rather I envisage myself to be continually engaged in a process o f reflection and 
debate when managing these opposing tensions.
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Counselling Psvchologv and Research
Counselling psychology also stresses the importance of research and endorses the 
scientist practitioner model (Benjamin & Baker, 2000) which emphasises the need to 
engage in ongoing research in order to provide a rigorous base for practice as well as to 
be able to evaluate practice critically (Corrie & Callahan, 2000). It is a model that 
recognises the interdependence of theory, practice and research (Meara, Schmidt, 
Carrington & Davis, 1988) and reflects counselling psychology’s endeavour to ‘develop 
models of practice and research which marry the scientific demand for rigorous empirical 
enquiry’ (Division of Counselling Psychology, 2005, p i ) .  Accordingly, throughout my 
practice not only have I been a producer of research in an effort to contribute to a research 
base for practice, but I have also continually drawn upon theory and research to inform 
my own practice. Furthermore, carrying out research throughout my training using a 
range of methodologies has heightened my capacity to interpret and critically evaluate 
research.
Nevertheless counselling psychology’s use of the scientist-practitioner model has not 
come without considerable debate. For example, it has often been criticised for its limited 
application to practice (Spinelli, 2001) and Schon (1983) argues that such a model is 
unable to capture the complexities and ambiguities of what it means to be human. These 
criticisms seem largely borne out of the traditional view of the scientist-practitioner which 
is associated with a positivist/empiricist epistemology that is concerned with measuring 
‘objective reality’ and discovering general laws which sit in contrast to counselling 
psychology’s humanistic value base. However, counselling psychology draws upon and 
seeks to develop phenomenological models of practice and enquiry in addition to that of 
traditional scientific psychology (Division of Counselling Psychology, 2005, p i). 
Therefore I believe by drawing on qualitative research methods such as interpretative 
phenomenological analysis (IPA) that this difficulty can partly be overcome. This reflects 
my decision to use IPA in my second year study entitled ‘Understanding Body Image in 
Gay Men: an interpretative phenomenological analysis’ (King, 2006). This 
methodological approach seemed particularly important as much of the existing literature
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which explored gay men’s body related concerns presented gay men in a pathological 
light which seemed largely because this literature had failed to listen to or take in to 
account gay men’s subjective experiences. However, I agree with Strawbridge and 
Woolfe (2003) who argue the need for counselling psychologists to engage in both 
interpretative and positivistic paradigms due to the risk of extreme relativism of standards 
of truth due to the focus on generating context bound knowledge in qualitative 
methodologies. I sought to manage this tension by building on my second year project, 
and tested the generalisability of these findings to a larger population of gay men for my 
third year project. In this sense I felt that whilst I had employed positivistic methods, my 
research still sprung from the phenomenological experiences of gay men.
Working within the NHS throughout my training I have become increasingly aware of the 
drive towards evidence based practice often informed by the NICE guidelines (see for 
example the NICE guidelines for anxiety, 2004). The bias in these contexts towards 
positivistic methods of science, cost effective ‘treatments’ and standardised techniques 
have meant that CBT is increasingly becoming regarded treatment of choice (Wambold, 
2001). Therefore I believe that it is imperative for the future of counselling psychology to 
continue building an evidence base for those models of therapy that it embraces using 
both these methods of enquiry outlined above.
Therapeutic Training Experiences
What follows is an account of my therapeutic work throughout the course of my training 
and reflects on my academic learning, use of different theoretical models and the impact 
of working in different contexts. For the sake of clarity I have adopted a chronological 
structure to show how my exposure to and experience of working in a humanistic, 
psychodynamic and cognitive behavioural way have shaped my approach to practice as a 
Trainee Counselling Psychologist nearing completion of my training. In order to protect 
the anonymity of clients all names and identifying material has been changed
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Year One: The Humanistic Approach
The first year of my training was largely focused around the theory and practice of the 
humanistic approach and person-centred therapy. Under this paradigm Rogers’ (1951; 
1957; 1961) theory of personality asserts that human beings have an innate drive towards 
growth or self-actualisation and, furthermore, they have within themselves the resources 
for growth and fulfilment of their own potential. Emotional and behavioural difficulties 
are thought to be indications of blocked growth when people deny or distort aspects of 
their current awareness as a result of conditions of worth that are imposed by significant 
others in the individual’s life (Meams & Thome, 1999). Accordingly, the therapist’s role 
is to facilitate a safe and trusting relationship in which the client can connect with their 
true authentic self. This is facilitated through employing the core conditions which relate 
to the therapist being congruent in the relationship, experiencing unconditional positive 
regard for the client and communicating empathie understanding (Meams, 2003).
My clinical practice, which took place within an NHS primary care service located within 
a general hospital, was spent developing my core therapeutic skills through employing the 
core conditions and a humanistic ‘way of being’ in order to build meaningful 
relationships with my clients and engage them in the therapeutic process. However, the 
application of the principles, whilst appealing in their apparent and deceptive simplicity, 
proved to be somewhat of a challenge in practice. I am in particular referring to the notion 
of ‘being with’ the client as apposed to ‘doing’. With help at supervision, I explored my 
anxiety around this need to be actively ‘helping’ which perhaps reflected my experience 
prior to the course in a setting that advocated a purist cognitive-behavioural approach. In 
addition, the service that I was as working in was based within a general hospital that 
engenders the idea that ‘patients’ come to be ‘treated’ and I often found it challenging to 
resist the pull by some clients for me to be doing something more active or technical.
With reflection and supervision, my ideas regarding what was helpful were elicited and 
challenged. I leamt to ‘be with’ my client through being curious and inquisitive about 
their stories and to offer a therapeutic climate that allowed the clients freedom to explore 
their more difficult feelings and experiences. I came to greatly appreciate the healing
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power of the relationship as it seemed that for some clients being accepted and 
understood in the moment of conveying their innermost concerns facilitated a greater 
acceptance of themselves and a movement towards a more internal locus of evaluation 
(Meams, 2003). My ability to build a meaningful relationship can be seen in my work 
with Mr Hands.
Mr Hands came to the therapy wanting to work on his feelings of guilt and responsibility 
for his first wife’s death, some twenty years prior, which had been recently triggered by a 
breakdown. Mr Hands had never grieved for his wife, Helen, or spoke about her death.
Yet he intemalised the blame attributed to him by family members for ‘not being caring 
enough’ towards his late wife. During our first meeting Mr Hands indicated that he hoped 
at some point in the therapy he would be able to discuss something important to him 
regarding his wife’s death, although he doubted whether he would be able to find the 
strength to do so. During the therapy I tried to facilitate an environment where Mr Hands 
could tell his story and feel enabled to express and process the full intensity of his 
emotions without feeling judged for not being ‘caring enough’. However, Mrs Hands 
would often become overwhelmed in the session and attempt to avoid these difficult 
emotions. For example, on one occasion he terminated the session after just ten minutes. 
Mr Hand’s avoidance of his feelings were also apparent in his relationship with his 
current partner. He had emotionally and physically withdrawn from her due to feelings of 
guilt and remorse that their relationship stirred up in him. In the therapy I offered 
empathy, congruence and unconditional positive regard and Mr Hands gradually started 
to explore his more difficult feelings. The pinnacle moment in the therapy came when he 
was able to discuss with me the issues surrounding his wife’s death that he had referred to 
in our first session. It seemed that the ‘being with’ Mr Hands without judging him or 
blaming him, as had other family members, allowed him to feel less consumed by guilt 
and less concerned by the ‘conditions of worth’ placed on him by his family members 
who had held him responsible for his wife’s death. Furthermore, Mr Hands reported that 
by the end of our sessions he had started to re-engage in his relationship with his current 
partner.
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These humanistic values which include respect for the client’s subjectivity, the 
importance of the relationship and the necessity of the core conditions as a foundation to 
any therapeutic endeavour form the foundation of my practice.
Year Two: The Psvchodvnamic Approach
I entered year two with some scepticism regarding the nature of psychodynamic therapy 
which was largely due to how it was dismissed during my undergraduate psychology for 
its lack of scientific credibility. My scepticism was also related to some of the abstract 
theoretical concepts and my resistance to the Freudian notion that all of human behaviour 
could be reduced down to the sexual drives.
On commencing my academic lectures on psychodynamic theory, I became particularly 
interested in object relations theory and the work of Klein, (1935; 1940; 1946) Winnicott 
(1990; 1992) and Kohut (1977; 1971). The object relations tradition holds the basic 
premise that the need for relationships are primary (Greenberg & Mitchell, 1983) and this 
therefore fitted more with my framework of what it means to be human and seemed more 
in line with my humanistic understanding from the previous year. The theory goes on to 
state that the self is made up of internal relationships at a conscious and unconscious 
level (Gomez, 1997) and one’s primary object relationships become intemalised and form 
internal working models for way of relating thereafter (Bateman & Holmes, 1995). My 
academic lectures provided me with excitement about the psychodynamic model and I 
was eager to enter placement to apply this learning.
I purposely chose a relatively orthodox Psychotherapy Department for my second year 
placement in order to fully immerse myself in the psychodynamic model. In this 
placement I had the opportunity to practice both short and long term psychodynamic 
therapy and offer couple therapy with a co-therapist. Working with couples based on the 
Tavistock Centre’s time limited model gave me the opportunity to extend my knowledge 
of psychodynamics to the couple relationship, combined with a greater understanding of 
systems theory. I found the paradigm shift from practicing humanist therapy to a
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psychodynamic challenging partly because of the lack of theoretical cohesiveness within 
the psychoanalytic model which left me with no one theory to ‘hook’ my understanding 
of the client’s difficult onto. I was fortunate enough to have an abundance of supervision, 
with three separate supervisors all differing in their therapeutic approach which added to 
the challenge. My supervisors did not advocate one theory over another but their thinking 
was more generally based on object relations and they encouraged me to focus on the 
processes within the therapeutic relationship. For each session with my clients I produced 
verbatim transcripts which I took to supervision. Attending to the transcripts of the 
sessions and reflecting ‘on practice’ (Schon, 1983) at such a micro level with my 
supervisors played a key role in developing my capacity to self-reflect on my practice and 
ability to attend to and work with the transference-countertransference relationship..
A challenge that arose for me regarding the psychodynamic model was the power 
imbalance that I felt that this model in particular had the potential of engendering through 
the idea that the therapist holds ‘special’ knowledge about the client which is then 
imparted to the client. Concepts such as resistance, denial and projection have the 
potential of further pathologising the client and can perhaps act as a defence against the 
practitioner reflecting on and acknowledging their own therapeutic shortcomings. I strove 
to avoid this, conceptualising the therapy as an inter-subjective encounter (Aron, 2002) 
and looking for negotiated meanings between my client and I.
My work with Mrs Blink provides an example of how I engaged with a psychodynamic 
way of working and in particular worked with the transference. Mrs Blink was a middle 
aged married woman with presenting difficulties that related to low self-esteem, feelings 
of worthlessness and fears that her two young children may die. I hypothesised, in 
consultation with my supervisor, that Mrs Blink’s anxieties about her children dying may 
be linked to her father’s sudden suicide during her childhood. It seemed that she had 
developed an internal working model of relationships whereby others would suddenly 
abandon her and in order to defend herself from such pain she did not allow others to get 
close to her. Her fears of abandonment then seemed to become projected onto her
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children manifesting as a fear of them suddenly dying. Initially Mrs Blink could make 
little use of such interpretations and quite openly told me that she felt they were rather 
“tenuous”. This put me in a very difficult place, was this ‘denial’ or had I simply got it 
wrong? I decided to hold this hypothesis in the back of my mind and continually review it 
as I discovered more information about Mrs Blink. Furthermore, I felt that such 
interpretations were unhelpful if she was unable to use them at this stage in the therapy. 
Our work then largely focused on our relationship. My countertransference indicated that 
I would often feel rejected, useless and shut out by Mrs Blink which could then be 
brought out in the transference. We looked at how she kept me at a distance as she not 
only felt that I could not care for her but she also feared that I would criticise her as had 
her father. Furthermore she found it pointless to engage in the therapy, and other 
relationships, if they had a “finite point”. I gently begun offering interpretations related to 
how she seemed to keep others at a distance for fear of intimacy and the overwhelming 
feeling of abandonment and rejection. This was difficult for Mrs Blink to tolerate at first 
as it greatly countered her view of others as critical and uncaring to which she felt in 
response a helpless and passive victim. We were then later able to link this to her father’s 
suicide. This allowed Mrs Blink to take a stance of greater self-agency and build more 
meaningful relationships where she felt more valued by others.
I recognised the difficulty that our ending together may bring up for Mrs Blink and 
started working towards it early on. However, it wasn’t until our last session that Mrs 
Blink for the first time, barring the occasional fleeting moments when she would be 
tearful, showed me her true vulnerability and sat in tears for the majority of our session. It 
seemed that she finally was able to let me in, grieve for the ending of our relationship and 
for her father.
Year three: The Cognitive Behavioural Approach
The theoretical emphasis in the third year of my training was in cognitive behavioural 
therapy (CBT). The basic premise of this approach is that the way in which events are 
appraised and the meanings we attribute to them influence our feelings and behaviour.
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Emotional difficulties tend to arise when the meanings attributed to a given events are 
distorted or exaggerated beyond the evidence available (Beck, 1976; Beck, Emery, & 
Greenberger, 1985).
For my third year placement I wanted to work with a more complex client group with 
severe and enduring mental health difficulties in order to facilitate my professional 
development. Therefore I took a CBT placement in an NHS secondary care service split 
between a community mental health team (CMHT) and a Psychological Therapies 
Service (PTS). The PTS supported the work of the CMHTs and the inpatient wards, 
offering more specialist work with clients who had more complex problems. In this 
setting I saw patients referred from the acute psychiatric ward and co-facilitated a ward 
based therapy group.
In terms of practice, I had come to greatly appreciate and find value in working 
relationally with clients and I found it a challenge to orientate myself back towards a 
more structured and directive therapy with such a complex client population. At times I 
found the techniques a little mechanistic and intrusive to the relationship and strove to 
manage the tension between “being with” my clients and applying CBT techniques in a 
sensitive and respectful manner. I had some previous experience of using CBT but I 
found that I had to be more flexible in my approach with clients who had numerous 
difficulties and atypical presentations and furthermore the relational aspects of the 
therapy were necessary for client engagement. I found that establishing a good working 
relationship was essential in order to be able to carry out the more ‘technical’ aspects of 
the approach. I also drew on Young’s (1990; 1999) schema-focused approach which 
acknowledges the role o f ‘limited re-parenting’ and Safran and Segal’s (1990) cognitive- 
interpersonal model to supplement my work when appropriate as I found that these 
models allowed me to work with the relationship in a way that was consistent within a 
CBT fi-amework. For example. Safran and Segal (1990) talk about ‘self perpetuating 
interpersonal schemas’ in which interpersonal schemas evoke a ‘cognitive interpersonal 
cycle’ (Safran, 1990). This model helped me think about and address times in the therapy
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when I would feel ‘pulled’ in to acting certain ways with clients and I could address this 
in the therapy in terms of how it maintained client’s beliefs and behaviours that 
contributed to their difficulties. It also gave me an opportunity to reflect on my 
interpersonal schemas which client’s difficulties ‘hooked’ in to. The following case 
illustration demonstrates how I worked in a CBT way and tried to manage the tension 
between ‘being with’ my client and the more technical aspects of the approach.
Mr Bee was a white male in his forties who was experiencing a return of symptoms from 
some twenty years prior when he had a breakdown and was diagnosed with psychotic 
depression. On our second meeting Mr Bee was actively suicidal and he reported to be 
experiencing command hallucinations telling him to kill himself. He felt that he was evil 
and likened himself to the devil and felt the world would be a better place without him.
He also told me that in the previous week he had experienced voices telling him to kill a 
family member. The first thing I did was to discuss my concerns with Mr Bee’s social 
worker, the services psychiatric team and instigate a crises treatment team referral. As a 
team we hoped to hold Mr Bee in the community and prevent against an inpatient stay. 
With this client in particular I greatly valued working as part of a multidisciplinary team 
and liaising with other team members. Mr Bee’s level of distress meant that he could not 
tolerate a very structured and goal orientated approach to the therapy which would leave 
him feeling he had not been listened to, and would only exacerbate his distress. In 
addition, many of the standard CBT techniques for working with depression such as 
activity scheduling, behavioural activation and thought records (Leahy & Holland, 2000; 
Padesky, 2003) appeared to be too overwhelming for him and he felt unable to engage 
with them.
Much of the literature on working with individuals with psychotic illnesses emphasises 
the importance of the therapeutic relationship to encourage engagement in the therapy and 
trust in the therapist (Fowler, Garety & Kuipers, 1995). Therefore much of the work was 
on building a good therapeutic relationship where Mr Bee felt able to discuss some of his 
disturbing experiences which he had been unable to discuss with others. Much of the
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therapy then focused on gently exploring and finding alternative explanations to some of 
these ideas that were causing him a great deal of distress, using verbal reattribution 
methods (Sanders & Willis, 2005). It was also important to challenge some of his 
hopelessness that centred on beliefs that he had never been happy and never would be 
happy again. I saw Mr Bee for eighteen sessions and on our last session he was no longer 
feeling suicidal, no longer reporting any psychotic experiences and he had started 
rebuilding his life.
The Reflective Practitioner
The reflective practitioner model (Schon, 1983) underpins the practice of counselling 
psychology. It emphasises the importance of self-reflection, personal awareness and 
supervision which have all been integral to my development as a practitioner. I have been 
fortunate to benefit from a range of clinical supervisors who have monitored my practice, 
provided constructive criticism and offered alternative perspectives or guidance at those 
times that I have lacked clarity and direction. This has helped me reflect ‘on practice’ and 
evaluate the helpful and less helpfiil aspects of my practice. As I have developed in my 
knowledge and practice of therapy I have become increasing more able to reflect ‘in 
practice’ (Schon, 1983) and develop my own internal supervisor (Cassement, 1992).
In a commitment to my own personal development I remained in therapy throughout the 
three years of my training. During the first year when I was practicing mainly humanistic 
therapy I saw a person-centred / existential therapist in order to gain an ‘insiders 
perspective’ within this model. I then entered a two year analysis with a psychoanalytic 
therapist. Having the opportunity to have these two different experiences demonstrated to 
me the importance of the therapeutic relationship over and above the therapeutic 
approach. Despite my first supervisor’s orientation as a humanistic therapist, I did not 
build the relationship with her that I had with my psychoanalytically trained therapist. 
Whist I valued both experiences, my relationship with my second therapist was 
invaluable and she served as a wonderful role model and I appreciated her warm, 
empathie yet unobtrusive approach. Many times in the therapy I would bring aspects of
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my clinical work that I was having problems with and it gave me an opportunity to 
address those difficulties within me that had been elicited by my clients. Furthermore, 
being in the client’s chair made me aware of how difficult it can be to open up and share 
your inner most thoughts and feelings and how vulnerable one can feel. It also made me 
aware of the potential power dynamics within the therapeutic relationship and how 
difficult at times I found it to tell my therapist exactly what I thought of her! Ultimately, 
this gave me greater empathy and sensitivity towards my clients.
Conclusion
Over the three years of my training I have come to greatly value all three of the main 
models that I have been exposed to. However, my preference lies with psychodynamic 
and cognitive behavioural methods as I have seen how useful they can be in facilitating 
therapeutic movement and so I perceive myself working in either of these two modalities 
in the future. Therefore, at my current stage of development I perceive myself as more 
aligned to taking a pluralist stance (see Samuels, 1993). For me this means that I do not 
view any one approach as holding the absolute truth but rather as useful 
conceptualisations that offer a cohesive narrative to make sense of client problems.
Integration is a term that is often employed in the counselling and psychotherapy 
literature which reflects a wide range of attitudes and perspectives (Hollanders, 2005). 
This can range from theoretical integration which involves the bringing together of 
elements from different models in to a new theory or model (McLeod, 1993) to technical 
eclecticism which seeks to bring together a number of techniques from a variety of 
models a coherent way (Hollanders, 2005). To clam an integrative perspective is beyond 
the scope of my ability at this level of my training whilst I am still seeking to build on my 
knowledge of both psychodynamic and cognitive behavioural practices. Furthermore, I 
remain sceptical as to whether aspects of these approaches can be reconciled, such as the 
directive versus non directive stance that these respective therapies take in approaching 
the therapeutic endeavour, without running the risk of offering my clients an inconsistent 
and confusing therapy experience, although Young’s (1990; 1999) schema-focused
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approach can be a helpful bridge between these two ways of working. At present, I 
remain interested in undertaking a cognitive analytic training, at some time in the future, 
in order to facilitate a cohesive integration of the aspects of these models that I find 
helpful to my clients.
Having presented the models of therapy that I have a preference towards then begs the 
question of how to choose which model to work from with any given client. I have found 
that there is no one easy way to answer this question and a multitude of factors need to be 
considered. The therapy must fit the client and their concerns and to do so a thorough 
assessment and formulation is needed whilst drawing on current research (for example 
Roth & Fonagy, 1996). Furthermore, it is important to engage the client in this discussion, 
gain an understanding of what they would hope to achieve from the therapy and discuss 
whether they would want or need a more structured and symptom focused way of 
working, or whether they would want or need a deeper, more relational approach that has 
a developmental focus. These different options should be discussed with the client in 
order for them to make an informed decision.
In closing, I can only emphasis that this is the point that I currently find myself. As I 
continue to develop and consolidate my learning over the past three years my perspective 
will inevitably evolve but it is this that continues to excite me about the profession. I am 
sad to come to the end of this stage of my training which I look back on with fondness. 
Yet in the words of Eliot (1940) “In the end is my beginning” and I look forward to the 
next stage of my journey.
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Introduction to Research Dossier
The research dossier consists of a literature review, one qualitative piece of research and 
one quantitative piece of research. The literature review critically examines the research 
that investigates whether gay men are more vulnerable to eating disorders and body 
image concerns and then goes on examine research and theory that attempts to account 
for the development of these issues. Implications for counselling psychologists are also 
discussed. The second paper explores the nature and development of body image 
concerns in gay men using interpretative phenomenological analysis. The third paper 
attempts to understand body dissatisfaction and drive for muscularity in gay men and in 
particular explores the relationships between experiences of anti-gay victimisation, 
acculturation to the gay scene, self-esteem, internalised homophobia, internalisation of 
socially presented views regarding the importance of attractiveness, body dissatisfaction 
and drive for muscularity using mediation and moderation procedures.
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Body Image and Eating Disorders in Gay Men: A 
Review of the Literature
Abstract
This paper reviews the current literature on eating disorder symptomatology and body 
image concerns in gay men. A review of the literature suggests that gay men are more 
vulnerable to eating disorders and body dissatisfaction, although there are a number of 
methodological problems with many of the studies which are discussed. The paper goes 
on to review a number of hypotheses that have been put forward in an effort to understand 
the processes by which gay men may become vulnerable to these difficulties, including 
psychodynamic and sociocultural models, and fears related to sexuality. The paper 
concludes that sociocultural pressures towards the attainment of a lean and muscular 
body, and the internalisation of society’s negative views regarding same sex sexualities, 
may leave gay men vulnerable to unhealthy eating habits and body image distress. 
Implications for counselling psychologists are discussed.
Key Words: Gay men; Eating Disorders; Body dissatisfaction.
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Introduction
Body dissatisfaction (BD) is an important issue for mental health professionals to address 
not only due to the distress that it may entail for individuals concerned, but it is also 
associated with serious health concerns including low self-esteem (Kostanski & Gullone, 
1998), depression, anxiety (Weiderman & Pryor, 2000) and eating disorders (EDs) 
(Gardner, Stark, Friedman & Jackson, 2000). In fact most features of anorexia nervosa 
(AN) and bulimia nervosa (BN), such as the strategies adopted to manage weight, which 
may include periods of starvation or binging and purging, are considered secondary to the 
individual’s extreme concerns about shape and weight (Fairbum & Cooper, 2003).
AN and BN both have significant physical and psychological ramifications. AN can be 
potentially life threatening and has the highest rate of mortality than any other mental 
illness. It is estimated that 10% of sufferers die from the condition (American Psychiatric 
Association, 1994). AN is characterised by extremely low body weight, refusal to gain 
weight (at or above a minimally normal weight for age and height), an intense fear of 
gaining weight and, in post menarcheal females, amenorrhea. There are often problems in 
the way in which one's body weight or shape is experienced, undue influence of body 
weight or shape on self-evaluation, or denial of the seriousness of the current low body 
weight (American Psychiatric Association (APA), 1994).
BN is a related illness and includes recurrent episodes of binge eating characterised by 
eating, in a discrete amount of time, food which is larger than most people would eat 
during a sitting, during a similar period of time, under similar circumstances, and a sense 
of a lack of control over eating during the episode. Recurrent compensatory behaviours 
are also used in order to prevent weight gain and self-evaluation is also unduly influenced 
by body shape and weight. To reach the DSM-IV criteria the binge eating and 
compensatory behaviours need to occur on average at least twice a week for 3 months and 
the disturbance must not exclusively occur during an episode of AN (APA, 1994).
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Whilst body image concern and eating disorders, such as AN and BN, are traditionally 
associated with women in the western world, a significant number of men are also 
affected. Current estimations suggest that approximately 10% -  15% of eating disorders 
occur in men (Carlat & Camargo, 1991). As a result of this gender imbalance theory, 
research and psychotherapeutic interventions have almost exclusively focused on the 
female experience to the exclusion of the other. It seems reasonable to hypothesise, at 
least until we know otherwise, that men’s phenomenological experience of their bodies 
and factors involved in the development of such concerns, may be very different from 
females. Therefore, the literature on women may have limited application to male 
populations.
Research on men with eating disorders (AN and BN) and body image concerns has 
recently received increasing attention. Preliminary findings indicate that gay men may be 
proportionately more at risk than heterosexual men. The current paper will attempt to 
review the literature and critically examine the extent to which gay men may be more at 
risk. In addition, there is a dearth of research that has sought to explain this alleged 
phenomenon. Whilst a number of hypotheses have been proposed, as yet, the research has 
not been pooled together and examined in its entirety. This is necessary in order to gain a 
greater understanding of what factors may leave gay men vulnerable to body image 
concerns and potentially dangerous eating behaviours. This will enable counselling 
psychologists to be informed when working with gay men who present with these 
difficulties and to aid the development of effective therapeutic interventions. The current 
paper will review and critically examine the three main hypotheses that have been put 
forward to understand the development of eating disorder symptomatology and body 
dissatisfaction in gay men. These are sociocultural and psychoanalytic models and fears 
regarding sexuality.
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Are gay men at an increased risk to body dissatisfaction and disordered eating?
Studies of clinical samples
Among men meeting the clinical criteria for AN and BN research has found that between 
12% -  53% are gay or bisexual (Carlat, Camargo & Herzog 1997; Fichter & Daser, 1987; 
Herzog, Norman, Gordon & Pepose,1984; Herzog, Bradbum & Newman, 1990; 
Mangweth, Pope, Hudson, Olivardia, Biebl, 1997; Olivardia, Pope, Mangweth & Hudson 
1995; Robinson & Holden, 1986; Schneider & Agras,1987). Only two studies have failed 
to replicate these findings. Pope, Hudson and Jonas (1986) found only 7% of the men in 
their study were gay or bisexual, and Crisp and Bums (1984) found 6% of their sample 
were gay or bisexual. However, it is worthy of note that Pope et al. (1986) used a very 
limited definition of same sex attraction. If we take an average from all these studies the 
research suggests that 27% of men reaching the clinical criteria for an ED are gay or 
bisexual. Whilst this tells us that a significant number of men with disordered eating are 
gay, it does not tell us whether they are more susceptible than their heterosexual 
counterparts. However, if we compare this estimate (27%) to the overall base rate of gay 
and bisexual men in the male population, which is estimated at 2% - 6% (Johnson et al., 
2001), we see that gay and bisexual men are significantly overrepresented in clinical ED 
samples.
There are, however, problems with making this comparison as the extent to which this 
figure is an accurate estimate of the number of gay and bisexual men in the male 
population is far from clear. This estimation may be complicated by the stigma that still 
surrounds a non-heterosexual orientation which may have implications for individuals’ 
willingness to disclose or ‘come out’ about their sexuality (Corrigan & Matthews, 2003).
A further cautionary note is that many of the studies utilise a very small sample of men 
meeting the clinical criteria for an ED. For example, Herzog et al (1984), reported that 7 
(26%) of 27 men seen in an eating disorder unit over a two year period, who met the 
DSM-III criteria for AN or BN, identified as gay from the hospital records. In a later
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study Herzog et al., (1990) reviewed records of 44 male patients and reported that 13 
(30%) of the men were gay and 2 bisexual (4%). Fichter and Daser (1987) found 5 (25%) 
of the 20 men in their sample were gay or bisexual, and Pope et al. (1986) found 1 (7%) 
of 15 in their sample was gay. Two studies on men meeting the clinical criteria of BN 
found 3 (33.3%) of 9 men were gay (Robinson & Holden, 1986) whilst Schneider & Agra
(1987) found that 4 (26.7%) of 15 men were gay and a further 4 men were bisexual. The 
problem with such small samples means that the extent to which these numbers are 
reliable and representative of the male ED population are called in to question. Of course 
access to larger samples are made more difficult due to the comparatively small number 
of men in the population suffering with EDs.
The results from Carlat et al’s (1997) study are of particular significance as his sample of 
135 males with anorexia is the largest sample size to date. They found that 44% of the 
men were either gay or bisexual. In addition, gay or bisexual men were particularly 
common among the bulimic males in the sample.
In an effort to ascertain whether gay men are at particular risk to EDs such as AN and 
BN, there is a need of suitable comparison groups to be employed in studies rather than a 
reliance on a vague, and likely inaccurate, estimate of the number of gay and bisexual 
men in the population.
Pope et al. (1986) have also identified problems with using the findings from the above 
studies to conclude that gay men may be more vulnerable to EDs than heterosexual men. 
They have argued that these samples of men reaching the clinical criteria for an ED may 
have been located in urban areas where there are a larger number of gay men than in non- 
urban areas. Finally, Herzog et al (1990) suggest that heterosexual men may be under 
represented in clinical samples on men with ED. They suggest that heterosexual men may 
be more reluctant than gay men to seek help based on their findings that 67% of the gay 
men with EDs at their ED unit were self-referred in comparison to just 29% of 
heterosexual men.
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Studies that have included control groups have frequently made comparisons with 
females with or without an ED. These studies have generally reported significant 
differences in terms of sexual orientation with non-heterosexual orientations more 
common in males with EDs (Herzog et al., 1984; Schneider & Agra, 1987). However, 
given that data suggests same sex attraction is more common among men than women 
(Pope et al., 1986), female controls may be inappropriate for such a comparison.
Only four studies have employed a male control group of non ED men. Whilst two of 
these studies found that gay men were more likely to reach the criteria for AN (8 out of 
58 gay men compared to 0 out of 64 straight men) and BN (12 out of 58 gay men 
compared to 1 out of 64 straight men) (Russell & Keel, 2001), and were more likely to 
have a past diagnosis of an eating disorder (2.1% of gay men as opposed to 0.33% of 
straight men) (Yager, Kurtzman, Landsverk & Wiesmeier 1988) than straight men, these 
findings were not subject to statistical analysis. The other two studies found no significant 
differences between the sexual orientation of the ED and non ED men (Mangweth et al., 
1997; Olivardia et al., 1995). Yet both of these studies suffered from small sample sizes 
and when the data were pooled together the results went from near significance to 
statistically significant (Mangweth et al., 1997). In addition these four studies recruited 
males with ED from the community rather than from clinical settings. This therefore 
lends support to the notion that the over representation of gay men in samples of men 
with ED is not solely the result of sampling biases within the clinical setting.
In summary, whilst there are a number of methodological difficulties with the 
aforementioned studies, the findings tend to suggest that gay men are more vulnerable to 
EDs than heterosexual men. The epidemiology of EDs in gay men is, however, more 
difficult to ascertain as clinical samples may not offer a true reflection of the prevalence 
in the general population. Often due to limited sample sizes, men with AN and BN have 
been pooled together to constitute one sample which does not tell us whether gay men 
may be more at risk of one of these two disorders. Carlat et al (1997), however, are an 
exception to this, finding that gay men are significantly more at risk of BN than AN.
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Studies of non-clinical samples
In light of the suggestion that clinical samples may give an inflated impression of the 
difference between gay and straight men (Herzog et al., 1990) and the problems with 
accessing samples of men with EDs, other lines of research have focused on ED 
symptomatology in men within the general population. The majority of studies suggest 
that gay men display significantly higher levels of ED symptomatology than straight men 
on a range o f different measures such as the Eating Disorders Inventory -2 (EDI-2) 
(scoring significantly higher on the drive for thinness, bulimia and body dissatisfaction 
subscales) (Siever, 1994; Strong, Singh & Randell, 2000; Williamson, 1999; Yager et al., 
1988; Yelland & Tiggemann, 2003), the Eating Attitudes Test - 26 (EAT-26) (Williamson 
& Hartley, 1998; Russell & Keel, 2001, Siever, 1994), the Bulimia Test- Revised (Russell 
and Keel, 2001) and the Eating Disorder Examination Questionnaire (EDE) (Hospers & 
Jansen, 2005). In addition, other studies have found that gay men, in comparison to 
straight men, are significantly more likely to report past or present binge eating, use of 
diuretics, feeling terrified of being fat, feeling fat despite others’ perceptions and drive for 
thinness (Yager et al, 1988). Gay men have also been found to be significantly more 
preoccupied with their weight (Brand, Rothblum & Solomon, 1992) and report more 
dieting behaviours (French, Story, Ramafafedi, Resnick & Blum 1994) than heterosexual 
men. Finally, French et al. (1994) revealed significant differences between gay and 
heterosexual males in lifetime prevalence of recurrent binge eating episodes (25% vs.
10% respectively) and purging (11.7% vs.4.4%, respectively).
Some research has, however, cast doubt on the association between sexual orientation and 
disordered eating behaviours and attitudes in non-clinical samples of men. Three studies 
have found no significant differences between gay and heterosexual men on the EAT-26 
(Silberstein, Mishkind, Striegel-Moore, Timko & Rodin, 1989); the drive for thinness and 
bulimia sub-scales of the EDI (Herzog, Newman & Warshaw, 1991) and the diet restraint 
and disinhibition scales of the Three-Factor Eating Questionnaire (Schneider, O’Leary & 
Jenkins, 1995). However, whilst Silberstein et al. (1989) found a non significant 
difference between gay and heterosexual on measures of disordered eating, when the
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participants were divided between those who wanted to be their current size, thinner or 
heavier, the desire to be thinner lead to significantly higher scores on the dieting and 
bulimia sub scales of the EAT among gay men only. Moreover, the failure to find 
significant correlations may be the result of insufficient statistical power as the studies 
reporting non-significant findings have used much smaller samples (half the size on 
average) than those that have reported significant findings.
In summary, 9 of the 12 studies reviewed indicate that gay men report significantly 
greater levels of ED symptomatology than heterosexual men in non-clinical samples.
Bodv Dissatisfaction
Gamer and Garfinkel (1997) state that body image disturbance can manifest in two ways: 
as a disturbance in perception (i.e. body image distortion) in which the individual views 
parts of their body as unrealistically large; and a disturbance in cognition and affect (i.e. 
body image dissatisfaction), in which the individual evaluates their physical appearance 
negatively.
Whilst research findings between gay and heterosexual men in terms of ED 
symptomatology are less clear, the most consistent finding in the literature is that gay 
men appear to display higher levels of body image disturbance and body dissatisfaction 
when compared to heterosexual men in American, Australian and British samples (Beren, 
Hayden, Wilfley & Grilo, 1996; Brand, Rothblum & Solomon, 1992; French et al., 1996; 
Gettelman and Thompson, 1993; Hospers & Jansen, 2005; Russell & Keel, 2001; Siever, 
1994; Silberstein et al., 1989; Strong, Williamson, Netemeyer & Geer, 2000; Williamson 
& Hartley, 1998; Yager et al., 1988; Yelland & Tiggemann, 2003). This finding is 
consistent across a range of different measures such as the Body Satisfaction 
Questionnaire (Russell & Keel, 2001), Body Esteem Scale (Siever, 1994) and measures 
that assess the discrepancy between current and ideal body shapes and weight (Getteman 
& Thompson, 1993). Only Herzog et al., (1991) failed to replicate this finding, reporting 
a non-significant difference for gay and straight men on the discrepancy between current
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and ideal physique. However, their sample suffered from a very low number of gay men 
who, in addition, had significantly lower body mass indexes than their sample of 
heterosexual men. Morrison, Morrison and Sager (2004) have conducted a meta-analytic 
review on the literature and found a small effect size which was highly significant where 
gay men were found to be less satisfied with their bodies than heterosexual men.
Gender or sexual orientation as the prime determinant of ED svmptomatologv?
Many of the studies on non-clinical samples have compared levels of BD or ED 
symptomatology in samples of gay and heterosexual men. However, some authors have 
questioned whether gender rather than sexual orientation is a greater predictor of ED 
symptomatology and BD. The results of those studies that have utilised a female 
comparison group are contradictory. Brand, Rothblum and Solomon (1992) reported that 
gender was a more salient factor than sexual orientation on measures of BD and dieting 
behaviours. However, two other studies have reported that whilst heterosexual females 
reported higher levels of ED symptomatology than gay men both groups reported similar 
levels of body dissatisfaction (Levesque & Vichesky, 2005; Siever, 1994). To complicate 
matters even further Strong, Williamson, Netemeyer and Geer (2000) reported that gay 
men and heterosexual females displayed similar levels of ED symptomatology and 
Yelland and Tiggerman (2003) found that gay men were more dissatisfied with their 
bodies than heterosexual females. Whilst these results are not easy to interpret, they seem 
to suggest that gay men show at the very least comparable rates of BD as heterosexual 
females. This is given even more credence in light of the questionable reliability of 
Brand, Rothblum & Solomon’s study (1992) as their sample consisted of 13 gay men 
whom they compared to 133 heterosexual women.
Are gav men at particular risk of ED svmptomatologv?
In light of research suggesting that gay men access mental health services in general more 
than heterosexual men (Committee on Gay and Lesbian Concerns, 1991) and may be 
more vulnerable to an array of psychological difficulties, Russell and Keel (2001) have 
posed the question whether gay men are at particular risk to ED or whether gay men are
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at greater risk to psychological difficulties in general? In their study they found that after 
controlling for levels of self-esteem and depression, sexual orientation continued to 
predict levels of BD and ED symptomatology. In addition, when controlling for BD and 
ED symptomatology, sexual orientation did not significantly predict the variance in self­
esteem and depression scores. They concluded that gay men are at specific risk of EDs 
rather then other psychological difficulties such as depression and poor self-esteem.
Methodological Issues
Whilst studies on non-clinical samples of men are areas of interest and concern in 
themselves, researchers employing non-clinical samples tend to assume a continuum 
model of eating disturbance - where those with no ED symptomatology occupy one end 
of the spectrum right through to those who may reach the clinical criteria o f an ED at the 
other end of the spectrum - and although some research supports this hypothesis (Kendler 
et al., 1991), other research does not (Cleaves, Lowe, Snow, Green, & Murphy, 2000). 
The latter suggests that whilst gay men may display more ED symptomatology in 
comparison with heterosexual men this may not necessarily place them at higher risk of 
eating disorders. Some research has found a higher incidence attitudes and behaviours 
associated with AN and BN in gay men as compared to heterosexual men and a higher 
incidence of gay men that met the cut off point of the EAT and BUILT-R (Russell &
Keel, 2001; Siever 1994), indicative of clinical levels of disordered eating. However, 
other research has found that gay men only exhibit behaviours related to increased risk 
but found no differences between the number of gay and heterosexual men that met the 
cut off criteria (Silberstien et al., 1989). Therefore, one should be cautious about 
generalising the results of non-clinical studies to populations of men who reach the 
clinical criteria of an ED.
The above findings seem to show compelling evidence that gay men, in comparison to 
straight men, appear to be more vulnerable to EDs, ED symptomatology and BD. 
However, much of the research presents sexual orientation in an overly simplistic way. 
Definitions of sexuality vary across studies, and sexuality is also presented as a
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dichotomous variable (i.e. gay or heterosexual) when there may be a whole spectrum of 
sexual orientations varying from exclusively heterosexual to exclusively gay (Kinsey, 
Pomeroy & Martin, 1998). For example, Carlat et al. (1997) found that a large portion 
(58%) of their sample was asexual rather than having any clear sexual orientation. 
Moreover, underpinning much of the research are essentialist assumptions that there is 
some stable, innate biological component to sexuality, a truth that can be objectively 
studied (Laumann, Gagnon, Michael and Michaels, 1994). Whereas not everyone 
conceptualises their sexuality as being innate and stable but rather view it as fluid and 
situation dependent (Diamond, 2000). Not only does this view significantly challenge 
recent constructions of sexuality, but it also highlights problems when sexual orientation 
as a ‘variable’ is removed from cultural and individual processes that accompany 
identification as a gay or heterosexual man.
The almost exclusive use of the development and validation of the EAT, EDI, and Body 
Shape Questionnaire (BSQ) with women raises the question of the validity with their use 
in any samples including men. Some studies have changed the wording of some of the 
items yet it is difficult to determine to what extent gender bias remained. Turnbull, 
Freeman and Annandale (1987) found that their sample of bulimic men would have been 
missed if the EAT or EDI had been used for screening. None of the men in their sample 
scored above the cut off on the EAT, and their EDI scores were more similar to those of 
normal women than women with eating disorders. They attributed the relatively low 
scores of the bulimic men to the gender bias of the instruments. In addition, whilst Gila, 
Castro, Cesena and Toro (2005) found that the male anorexics had significantly higher 
means than a non-anorexic male control group, there were no differences between the two 
groups on the EDI apart from the body dissatisfaction sub-scale. This finding is further 
supported by Spillane, Boemer, Anderson and Smith (2004) who also found that the EDI- 
2 is less reliable for men. These findings challenge the validity of the above studies that 
have utilised these instruments for assessing ED symptomatology in men.
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Why are gay men more vulnerable to eating disordered symptomatology and body 
dissatisfaction?
The sociocultural hvpothesis
Whilst a number of hypotheses have been proposed for the alleged higher incidence of 
gay men to attitudes and behaviours associated with eating disorders and body 
dissatisfaction, since the early 1980s it has been suggested that the emphasis placed on 
looks and attractiveness in the gay male culture has meant that gay men, in a similar way 
to heterosexual women, have been increasingly trying to measure up to social norms 
concerning physical appearance (Williamson, 1999). This model assumes that disordered 
attitudes and behaviours can be understood as occurring along a continuum, where those 
who are most dissatisfied with their bodies - due to a discrepancy between their perceived 
and ideal physique - and / or feel more pressurised to attain a certain bodily aesthetic, will 
engage in greater levels of problematic eating behaviours in order to achieve this ideal.
A strong case has been made for the importance o f sociocultural influences in the 
development of a vulnerability to EDs in women. Much research has demonstrated the 
enormous pressure placed on women in our culture to be physically attractive, and thin in 
particular, which puts them at increased risk for developing eating disorders (see Stice, 
1994, for a review). Some preliminary research has also begun to show the increasing 
commodification and objectification of the male body in western society (Watson, 2000) 
with a cultural pressure towards an increasing muscular body for men in general (Pope, 
Olivardia, Gruber & Boroweiecki, 1999; Yang, Gray & Pope, 2005). It also seems that 
differences in the cultural pressure on men and women for the ‘perfect’ body is closing as 
Cash, Winstead and Janda (1986) have found that advertisements for products being sold 
with images of slender, scantly clad young men are almost as frequent as those with 
slender, scantly clad young females. Further, research has linked consumption of media, 
depicting lean, muscular male models, with greater levels of BD, drive for thinness, drive 
for muscularity and anabolic steroid use in both gay and straight men (Duggan & 
McCreary, 2004; Yang, Gray & Pope, 2005). Whilst this provides support for the
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influence of sociocultural pressures on men in general it does not explain the different 
ways in which gay male culture may be affected by sociocultural pressures regarding 
bodily aesthetics. Moreover the question is raised as to what is the gay ‘ideal’ physique?
In light of much of the research that suggests that gay men are more vulnerable to ED 
symptomatology than straight men, a common assumption throughout the literature is that 
gay men, like heterosexual females, aspire towards a thin physique. Research has indeed 
found that gay men generally display a greater drive for thinness (the drive for thinness 
subscale is part of the EDI) (Yager et al., 1988), have lower ideal weights (Brand, 
Rothblum & Solomon, 1992; Herzog et al., 1991; Schneider, O’Leary & Jenkins, 1995) 
and choose smaller ideal physiques (Williamson & Hartley, 1998) than heterosexual men. 
However, these findings have not always been corroborated (Lakis & Ricciaddelli, 1999; 
Silberstein et al., 1989). In addition, much of the research fails to take into account that, 
in general, men are encouraged to change their body shape towards the typical ‘V’ shape 
of broad shoulders and narrow waist (Anderson & Di Domenico, 1992). Research that has 
taken this into consideration tends to suggest that not only do gay men desire a greater 
drive for thinness than straight men, but also desire a greater drive for muscularity 
(Duggan & McCreay, 2004; Levesque & Vichesky, 2005; Yelland & Tiggemann, 2003). 
In addition, Levesque & Vichesky (2005) found that gay men believed a muscular 
physique to be most attractive to potential partners. Therefore, while it may seem 
plausible that sociocultural pressures may lead gay men to feel dissatisfied with their 
bodies, and engagement in weight and shape changing behaviours in a quest to achieve 
this ideal, it would appear that the gay ideal is quite distinct from the thin and emaciated 
physique associated with those meeting the clinical criteria of AN. Therefore the 
sociocultural hypothesis still has some way to go in explaining what would lead some 
men to go further and engage in such extreme food restriction. However, some anecdotal 
accounts suggest that there may be a small sub group of gay men colloquially known as 
‘twinks’ who are characterised by an extremely small frame and youthful look (Atkins, 
1998).
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If the gay scene is thought to place a greater emphasis and value on attractiveness then it 
would seem that those who are more acculturated to gay communities may become more 
aware of these pressures, feel more dissatisfied with their bodies and display greater 
levels of disordered eating. Beren et al. (1995) found that affiliation to the gay community 
was associated with BD. However, Williamson and Spence (2001) made a distinction 
between participation in the commercial gay ‘scene’ and other aspects of the gay 
community. The former may be more related to pressures regarding attractiveness whilst 
the latter may be more protective, promoting the gay male’s sense of esteem through gay 
affirmative events. Whilst Williamson and Spence (2001) found that many of the gay men 
in their study reported that the gay scene was particularly body conscious and that there 
was a marked stigma with being overweight, participation in the gay scene was not found 
to be significantly related to ED symptomatology. However, they did find that those who 
felt alienated from gay culture reported significantly more ED symptomatology. They go 
on to argue that these men may well feel alienated from gay culture through failing to 
meet or aspire to the gay ‘ideal’.
The above research suggests that the link between affiliation to the gay community or gay 
‘scene’ and ED symptomatology is far from clear. However, Hospers and Jansen (2005) 
found gay men not only report more peer pressure in relation to the importance of 
attractiveness but are also more affected by it when compared to heterosexual men 
(Hospers & Jansen, 2005). These researchers concluded that this provides support for the 
pressure within mainstream gay culture on gay men to invest in their appearance. 
However, their research did not identify whether gay men felt this pressure came from 
within the gay community or from other gay men.
Little attempt has been made to explain the reasons for this heightened emphasis on 
physical appearance in the gay male subculture, or explore what common elements might 
produce this emphasis on being physically attractive for gay men. Some research suggests 
that gay men, like heterosexual females, may believe in the centrality of appearance in 
attracting potential partners which also places particular emphasis on body image (Brand
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et al., 1992; Hatfield & Sprecher, 1986; Siever, 1994), whereas women place a higher 
value on other features, such as personality, status, power, and income (Hatfield & 
Sprecher, 1986). Thus for gay men the importance of appearance is then focussed back on 
themselves leading to what Siever (1994) describes as the ‘perils of sexual 
objectification’. Moreover, Siever (1994) found that gay men who view their bodies as 
sex objects with which to attract men are more prone to BD and ED symptomatology. It 
also seems that the value that has been placed on body image has led gay men to feel that 
physical attractiveness is more important to their sense of self as compared to 
heterosexual men, who consider being physically active as more important to their sense 
of self (Siever, 1994).
Gay men with body concern issues and eating disorders may need help in actively 
rejecting the ideals to which they are pressured to conform and negotiating the extent to 
which this ideal is integral to their self-identity. This is often a common component in 
cognitive behavioural therapies for women with EDs (Fairbum & Cooper, 2003). Failure 
to acknowledge the sociocultural context of these disorders may be detrimental to helping 
gay men with their body image concerns. To date studies on gay men have primarily 
relied on heterosexism and homophobia to conceptualise the psychosocial and political 
context of gay men (Wood, 2004). However, according to Wood (2004) although these 
concepts are necessary for understanding gay lives, they are not enough. The oppression 
that gay men experience from within the gay community, if they do not measure up to 
certain norms, may leave them completely alienated and isolated. Wood (2004) has 
argued that such issues deserve greater attention in gay affirmative therapy. However, it 
is also important that therapists are aware of the benefits that contact with other gay 
people, who are supportive and validating, can have on the individual to develop a 
positive sense of what it means to be gay (Martin & Coyle, 2003).
Dmmmond (2005) emphasises the dilemma that gay men may encounter in that many 
live dual lives in which their bodies must look heterosexual at times to ‘fit in’ with 
Western cultural conventions. Yet, these are gay men who must also ‘fit in’ with the
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cultural conventions of the gay world. Drummond (2005) argues that the gay men in his 
research indicated that although physical attributes of the body are an important concern, 
the presentation of one’s body in its entirety is just as important. Therefore, it is crucial to 
understand the meaning of body image among gay men which may be far more 
encompassing than what the term body image has come to reflect. Drummond (2005) 
argues that we should begin re-conceptualising the meaning of body image among this 
culture as a notion that acknowledges the self-perception of physical aesthetics as well as 
the situation or environment in which the body is located. For most of the men in this 
research living multiple lives and having to change their body identity according to the 
life they were attempting to portray meant that they were constantly thinking about 
themselves, their bodies and who they were as men in society. In many ways it provided 
them with an avenue of unconscious self-exploration that arguably may not occur among 
young heterosexual males.
The above findings highlight the pressure that gay men face yet still do not adequately 
address why gay men in particular seem to be striving for a particular body image ideal of 
the mesomorphic male body. At a more theoretical level Klien (1993) has suggested that 
in the 1970s, males initially followed females in dieting for thinness, a norm since the 
early 1960s. In the 1980s, the intrusion of images of the thin, starved and sick looking 
HIV-positive man, may have deflected males away from a trend towards thinness. Thus 
there may be something important about the bodily semiotics of a healthy, muscular and 
vibrant appearance in an environment where the threat of HIV / AIDS is never far from 
consciousness.
Pope et al. (2000) on the other hand suggests that gay men may have more problems with 
body image as they are more likely to have suffered more teasing about their purported 
lack of masculinity during childhood and adolescents. This teasing may have continued 
throughout their adulthood lives in light of the common stereotype that gay men are more 
effeminate. Therefore gay men may be more desirous of a muscular body as it ‘proves’ to 
others that they are indeed men. These propositions appear theoretically plausible but
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remain speculative. In terms of therapeutic implications, it may be that for some men 
exploration of constructions of masculinity, especially those indoctrinated by the wider 
heterosexist society, may prove fruitful.
Pope, Phillips and Olivardia (2000), and Klien’s (1993) theories, however, call in to 
question why some gay men may go on to develop AN as it would seem that, in line with 
these theories, gay men with an extremely thin physique may face even more 
stigmatisation.
In summary, whilst much of the research remains at a conceptual level there does appear 
to be some support for the sexual objectification that gay men face that may leave them 
vulnerable to BD and ED symptomatology. However, it seems that this theory has 
difficulty explaining the development of AN because the anorexic male’s appearance 
differs vastly from the current sociocultural norms for a tapered, mesomorphic, idealised 
male body image. There are also a number of problems with theorising about gay 
communities or the gay ‘scene’ where it is represented as some united whole (Wood,
2004). It is more likely that there are many sub-cultures and perhaps more than one type 
of physique that gay men aspire to or are attracted to (Atkins, 1998). It may be that 
measures assessing more general norms are not sensitive to picking up on sub-groups of 
men who may aspire to different ideals. In addition direct links have not yet been firmly 
established between affiliation to the gay community and body image concerns or 
problematic eating habits. Williamson (1999) also makes the important point that such 
theorising has the potential to present gay men as narcissistic, powerless, passive 
consumers and to ‘blame the victim’ rather than exploring other important socio-political 
issues. Directing the problem at the gay community also deflects attention away from the 
bigger problem within the western world which is increasingly objectifying and 
commodifying both men and women’s bodies. Rather than focusing attention on an 
already marginalised sub-group of society, more effort could be spent on tackling the 
sources of this wider social issue. Finally, another note of caution is that Gettelman and 
Thompson (1993) suggest that it may in fact be the internalisation of the belief that gay
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men are extremely concerned with their appearance and physical attractiveness that may 
predispose gay men towards developing disordered eating habits. Therefore, the gay male 
may believe that one aspect of being a ‘gay man’ is to place considerable importance on 
being physically attractive. It may be that research focusing on the increased importance 
that gay men place on attractiveness, adds to a discourse that reinforces the notion that 
identification as a gay man involves adopting beliefs regarding the importance of body 
image.
Psvchoanalvtic models of eating disorders
Object relations views of AN and BN (Mahler, 1968) see these difficulties as arising due 
to difficulties in separation from the mother in the primary ego phase. The conflict and 
difficulties arising from this phase are thought to emphasise oral concerns and in turn the 
occurrence of EDs, sexual fears and issues with autonomy at a later date. In infant 
development, it is believed that it is not until the second year of life that the infant is able 
to see mother and food as separate objects. This is the stage of ego identity formation. It 
is achieved through the process of separation-individuation where there is separation from 
the mother and a development of a sense of self. Gender identity consolidation is also said 
to be part of this process based on identification with the same sex parent, incorporating 
their values standards and sexual orientation.
Eating disorders are believed to be more common in women as separation difficulties are 
proposed to be more common for girls. This is because gender based modelling requires 
identification with her mother from whom she is trying to separate. Males are thought to 
be at lower risk of separation difficulties as gender based modelling means they identify 
with their fathers (Tabin & Tabin, 1988).
Tabin and Tabin (1988) explain the development of eating disorders among men as 
occurring in families where there is a ‘weak’ or absent father and a strong, domineering 
mother. It is further proposed that this leads to a lack of identification with the father and 
over identification with the mother leading to gender identity nonconformity which also
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‘causes’ same sex attraction in men. Pitcher and Daser (1987) have built on these ideas 
and claim that such family constellations not only cause same sex attraction and gender 
identity conflict in men but may also lead to EDs in men.
The above assertions are underpinned by a pathological view of same sex attraction, 
whereby heterosexuality is viewed as the ‘healthy’ and ‘proper’ course of sexual 
development. Such a pathological construction of non-heterosexuality only fuels 
society’s negative attitudes towards lesbian and gay individuals and corrodes their self­
esteem. Further, implicit in this model is the suggestion that gender identity and sexual 
orientation can be ‘corrected’ with ‘proper’ identification with the opposite sex parent, 
despite evidence to the contrary (Haldeman, 1999).
There are also many other inconsistencies that this model cannot account for. For 
example sexual orientation seems to be confused with gender identity as the vast majority 
of gay men clearly identify as male and show no evidence of gender dysphoria (American 
Psychiatric Association, 1994). Furthermore, only two studies have identified men with 
EDs as expressing a preference to be female and even these constituted a very small 
minority of cases (Fichter & Daser, 1987; Herzog et al., 1984). The theory cannot 
account for the majority of men with EDs that are neither gay nor show any evidence of 
gender identity conflict. Neither can it explain the vast numbers of men that grow up 
without father figures in the general population in comparison to the very small numbers 
of men who develop same sex sexualities or the even smaller number of men in the 
population who develop eating disorders. There is, in addition, no evidence to suggest 
that dysfunctional family dynamics are involved in the development of either gender 
dysphoria or sexual preference (Reid, McMullen, Novak, Carrington et al., 2002).
Regardless of this Fichter and Daser (1987), based largely on interviews with 20 anorexic 
males, reported that the men in their study showed ‘atypical gender role behaviour’ 
claiming that the men demonstrated more ‘feminine’ behaviours than men without EDs. 
However, the researchers seem to assume that ‘feminine’ behaviours are indicative of
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gender identity issues. Moreover, what constitutes ‘femininity’ and ‘atypical gender role 
behaviour’ in this paper warrants further attention. For example, it is far from clear why 
the authors construe men reporting that they were “anything but a dare devil in 
childhood” as evidence of ‘atypical gender role behaviour’. Fichter and Daser (1987) also 
cite ‘evidence’ of “super-feminine” scores on the “masculinity-femininity” scale of the 
Freiburger Personality Inventory. However, the items that constitute the ‘femininity’ 
factor of this inventory include: shyness, inhibition, depressed mood, timidity, low self­
esteem, dizziness, constipation, irritability and sensitivity to changes in weather. Again, 
not only is it far from clear why these characteristics should be considered ‘feminine’ but 
features such as dizziness and constipation may well be the result of the eating disorder 
and periods of starvation (Fairbum & Cooper, 2003). In addition, implicit to the 
assumption that low self-esteem and depression are ‘feminine’ characteristics, is the idea 
that they are inherent, fixed characteristics rather than the result of psychosocial stressors, 
counter to the findings of a large body of research (Davison & Neale, 2001). It would 
seem that the source of these stressors may not only be more important to explore in 
terms of the development of AN in these men but may also help with the implementation 
of therapeutic interventions.
It therefore seems that Fichter and Daser’s (1987) assertion that gender identity conflict 
leading to both disturbed eating which also ‘causes’ same sex attraction does not hold up 
under scrutiny. Same sex attraction has long been pathologised within the psychotherapy 
and academic psychology literature which can only be harmful to those concerned. This is 
clearly not a model that can help therapists aiming to work therapeutically with gay men 
who may present with eating disorder symptomatology, and it will only alienate gay men 
from seeking help. Further, it is our duty as counselling psychologists to “challenge the 
views of people who pathologise on the basis of such aspects as sexual orientation” 
(Division of Counselling Psychology, 2005. p. 7).
A small number of men with EDs may express gender dysphoria, which will require the 
counselling psychologist to engage sensitively with the client. Again, however, it is
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important for therapists not to pathologise this as an ‘oral fixation’ or unresolved oedipal 
issue, but engage with the individual’s phenomenological world view, and what it means 
to be female or male.
Sexualitv
Crisp and Toms (1972) propose that psychosexually immature males, like females, may 
develop AN to ward off adolescent maturational conflicts, specifically regarding sexual 
feelings and behaviour.
Research on males with eating disorders does tend to suggest that males with EDs show a 
great deal of anxiety with regard to sexual activities and relationships, even more so than 
females with AN (Dally, 1969; Fichter & Daser, 1987). In addition, studies note low 
levels of sexual activity among males with anorexia before and during their illness, with 
some studies suggesting that sexual activity was more limited for males than females with 
AN (Fichter & Daser, 1987; Herzog et al., 1991). It also seems that sexual fear may be 
more pertinent to males with AN as, in comparison, males with BN seem to be more 
sexually active both prior and at the time of their illness (Herzog et al., 1991; Pope et al.,
1986). Moreover, Fichter & Daser, (1987) report that 95% of the males with AN had 
made attempts to suppress their sexual drive and Crisp and Bums (1984) reported that the 
majority of the 29 males with AN in their sample admitted “obvious relief’ at the 
reduction of their sex drive during the acute phase of their illness.
Puberty and the development of sexual feelings may be particularly difficult for gay and 
bisexual men as many report discomfort and confusion with regards to their sexual 
identity during this life stage (Cowie & Rivers, 2000). This may be all the more difficult 
in light of stigma that is still associated with a gay or bisexual identity (Hetrick & Martin,
1987). The fear as to how others such as friends and family may respond may make the 
‘coming out’ process all the more stressful. AN along with the reduction in sex drive, 
associated with starvation, may defend against the experience of these perhaps frightening 
sexual feelings and personal identity issues (Bums & Crisp, 1983). By maintaining a
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child like figure these men may also inadvertently push other males away from being 
attracted to them. Control over one’s food and body may also become an unhealthy 
coping mechanism for not feeling in control of sexual feelings.
Whilst there is again the problem of small sample sizes of men with EDs and the even 
smaller proportion of these who are gay, researchers have reported that many of the gay 
men with EDs were conflicted about their sexual orientation (Crisp, 1967; Crisp & Bums, 
1984; Dally, 1969; Herzog et a l, 1984). In addition, many men identified the onset of 
their eating problems with the time that they first started to experience same sex attraction 
and considered themselves as gay (Crisp & Bums, 1983; Herzog et a l, 1984; Robinson & 
Holden, 1986). Crisp and Bums (1983) stated that the two men in their study who had 
concems about their sexual orientation reported that the diminished sexual interest as the 
result of starvation was a welcome respite from their feelings and anxiety about same sex 
attraction. The relationship between unhealthy eating habits and concems regarding 
sexuality must, however, be seen in light of the wider social context as same sex 
attraction is not in and of itself related to psychological difficulties or maladjustment 
(Gonsiorek, 1982). For example, Robinson and Holden (1986) describe one male whose 
eating disorder developed when he was fifteen at the same time that he had come out 
about his sexuality. This individual was subject to extreme bullying in relation to his 
sexuality which, along with the eating disorder, led to alcohol dependence and an 
overdose attempt.
Whilst society’s attitudes towards same sex sexuality have become more positive and 
accepting in recent years, the constructions of same sex sexuality as pathological and 
sinful by powerful social institutions such as the medical profession and the church are 
not easily eradicated (Milton & Coyle, 2003). Society’s negative attitudes regarding same 
sex sexuality may be intemalised by the gay male and can have a corrosive impact on the 
individual’s self esteem leaving him vulnerable to a whole range of psychological 
problems and even suicidal ideation (Meyer, 1995). Williamson (1999) argues that 
intemalised homonegativity not only affects the self-esteem and psychological integrity
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of the gay male but this may also lead to unhealthy eating and revulsion towards his body. 
Research has indeed confirmed this proposition finding that greater levels of intemalised 
homophobia are related to self-esteem, body dissatisfaction and eating disordered 
symptomatology in the general population of gay men (Kimmel & Mahalik; 2005; Reilly 
& Rudd, 2006; Russell & Keel, 2001). Parallels can be drawn between these findings and 
feminist writers who have highlighted issues of control in terms of the disempowered 
position of women in society and the development of eating disorders in females (Orbach, 
1986).
These findings have important implications for counselling psychologists regarding the 
harmful impact that negative attitudes towards same sex sexuality within society can have 
on the individuals concerned. These negative attitudes need to be challenged at a social 
and cultural level, perhaps through legal, educational and political means. It may be that 
the counselling psychologist is well placed to consult on these matters.
Clearly therapy with gay men who present with eating disorders, eating disordered 
symptomatology and body image issues needs to take place within a gay affirmative 
setting. In a study undertaken to examine the views and practices of clinical and 
counselling psychologists working with gay and lesbian clients Milton and Coyle (2003) 
comment that:
“in their accounts of exemplary, affirmative practice, participants pointed to instances 
where therapy was conducted within the context of accepting and affirming views of 
lesbian and gay sexualities, characterised by open-mindedness and delivered by 
therapists who were appropriately knowledgeable about gay and lesbian issues” (p. 
487).
This seems quite in keeping with the core values of counselling psychology which 
recognises and respects diversity of experience and acknowledges the impact of
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contextual factors when working with clients (Division of Counselling Psychology,
2005).
When working with gay men presenting with ED symptomatology, the counselling 
psychologist will need to engage with the client sensitively and may need to explore fears 
and concems in relation to the client’s sexuality, with the aim of challenging intemalised 
negative attitudes about same sex attraction.
Summarv
The research seems to suggest that gay men may be particularly vulnerable to eating 
disordered symptomatology and body image concems. It seems that sociocultural 
pressures and particularly pressures from within gay communities are in general 
encouraging men to strive for a muscular, lean body leaving them dissatisfied with their 
physique for not ‘measuring up’ to these standards. This coupled with fears and / or 
negative attitudes regarding their sexuality may lead to the revulsion of their bodies and 
leave them vulnerable to eating disordered symptomatology. At its worst AN and BN 
may be coping strategies in order to deal with overwhelming anxieties in relation to same 
sex attraction and the implications that this may have for one’s social and personal 
identity. The role of the therapist working with gay men presenting with body image 
concems and EDs may include explorations around themes of sexuality with the aim of 
challenging negative perceptions of same sex attraction and building a positive sexual 
identity. Challenging socially indoctrinated themes regarding the importance ascribed to 
bodily aesthetics may also be an important part of the work and negating the extent to 
which this is a fundamental aspect to one’s personal identity. Clearly the therapy and the 
therapist should have a gay affirmative stance where diversity is embraced and respected. 
Models of therapy that continue to pathologise same sex sexuality have no place in the 
advancement of psychological therapies aimed at promoting the wellbeing of those with 
gay identities.
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Appendix 1: Personal Reflections
I feel that I must outline my reasons for undertaking a literature review on this topic as it 
is something that I am often asked about. It seems somewhat strange to those who know 
me as a heterosexual female. I have long been interested in eating disorders as a topic 
perhaps due to experiences of friends who have struggled with eating concems and as a 
women I have constantly felt society’s pressure and glorification o f ‘thinness’. I have also 
had an interest in the issues and challenges that gay men face particularly during the 
‘coming out’ process, having witnessed several close friends go through this process 
themselves. I continue to be dismayed by the negative attitudes that they encounter based 
on their sexuality in this day and age. Therefore this research project brought two of my 
interests together. In addition, when reading the literature on eating disorders, looking for 
a niche area that I may focus my topic on, I was somewhat surprised to see that gay men 
may be particularly troubled by body related concems. My experiences of socialising 
within gay communities had been quite the opposite. I found it a wonderfully liberating 
environment, full of diversity and free from the prejudices and expectations typical of the 
wider heterosexist environment. Perhaps most notably for me I felt more liberated from 
wider social expectation of what women ‘should’ look like. This further engaged my 
interest in reviewing this area of research.
Based on my limited experiences outlined above I naively thought that I may have 
knowledge about both eating disorders and gay men that could help understand and 
contextualise the literature for this review. If f  am honest I did not greatly question my 
ability to represent the ‘other’, in this case gay men. It was my view that as therapists we 
are constantly required to engage with another and immerse ourselves in their 
phenomenology and I did not see why this would be different in relation to researching 
others of a different gender and sexuality to my own. However the more I became 
immersed in the literature the more I realised that this was perhaps an overly optimistic 
and naïve view. The more literature that I read the more I became aware of the troubled 
relationship between psychological theory and practice and same-sex sexualities, and the
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historical tendency to construct same-sex sexualities as pathological. I found that the 
research was often plagued by researchers’ stereotypical and pathological assumptions 
regarding same-sex attraction that often seemed the result of the lack of gay men’s voices 
within the literature. I felt that I was walking in to a political minefield and there was 
ambivalence within me as to whether I could engage with the topic sensitively enough 
and in a way that could be helpful to the wellbeing of gay men. For example, whilst I own 
a gay affirmative stance, as a heterosexual female what did I really know about the 
experiences of gay men and could how could I represent the relevant issues, especially in 
light of a body of literature permeated by harmful and negative attitudes of same sex 
sexualities? In addition, I questioned whether I had enough knowledge of the historical 
and contextual issues that have framed how same-sex sexualities have been constructed. 
Often pathological assumptions underpinning some of the research did not become 
apparent without a greater understanding, consideration and reading of the literature. 
Perhaps my ambivalence regarding my ability to tackle these issues led me to shy away 
from approaching them at all when I first submitted this paper. In this original paper I 
largely focused on sociocultural processes to the understanding body image concems in 
gay men, perhaps as this felt somewhat ‘safer’ than approaching psychoanalytic 
contributions that see the roots of eating disorders as lying in the same pathological 
process that ‘causes’ same sex attraction. In addition, at the point of writing the original 
paper I was rather dismissive and cynical of psychoanalytic literature in general.
It is therefore clear that my own personal values regarding a gay, lesbian or bisexual 
identity as an equally valid and positive alternative to a heterosexual identity impacted on 
the review and critique of literature presented. I even questioned whether discussing the 
psychoanalytic model of eating disorders in men was harmful in itself through continuing 
a debate about the merits of such an approach. However, I felt that it was important in 
order to critically examine the assumptions and evidence on which it is built.
On reflection the experience of writing the literature review has demonstrated how 
psychological theory and practice must be viewed within the bounds of the historical.
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social and political context as they are all inextricably linked. It has also taught me the 
need of researchers and therapists to hear the voices of those we are trying to understand 
and help, which may go some way to prevent against our own biases and prejudices from 
having a harmful impact on others.
Since writing the original paper I have also come to value some of the psychoanalytic 
literature and practice. However, I was left questioning whether psychoanalytic practice is 
incompatible with gay affirmative therapy? Clearly I do not embrace a theory that 
violates my values and pathologises gay sexualities. When working as a counselling 
psychologist using psychoanalytic concepts I have taken from the various models and 
theories those aspects that I have found helpful in my work with my clients and rejected 
those aspects that are not helpful, as is the case here. This questioning, however, led me 
to study more contemporary gay affirmative psychoanalytic approaches and I came across 
the following commentary that I found particularly helpful:
“Although some might say ‘This family constellation was the cause of the patient’s 
homosexuality,’ we do not know what causes homosexuality, or even heterosexuality for 
that matter. I have yet to be convinced that two people talking to each other in a 
therapist’s office will ever discover the cause of anybody’s sexual orientation. However, I 
do believe that a therapist and patient can together discover what homosexuality means, 
either to the patient or to the therapist, and possibly to the patient’s family and social 
milieu” (Drescher, 2003. p.77).
References
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Appendix 2: L iterature Searches
Numerous different searches were conducted through Psych Info, Psych Articles and 
Ovid. To follow are three of the key searches conducted, not necessarily for the number 
of articles used but for the quality and importance of the articles found for this paper. 
However, after initial searches the majority of articles were identified by a snowballing 
technique by using the reference sections of papers to find preceding articles.
Searches included:
Gay OR homosex* OR sexual orientation AND body image (in title)
Gay or homosex* OR sexual orientation AND eating disorders (in title)
Gay OR homosex* OR sexual orientation in anorexia OR bulimia 
Eating disorders AND men (in title and anywhere in text)
Muscularity AND men
Body image AND men (in title and anywhere in text)
Thin ideal AND men (In title)
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Appendix 3: m anuscript submission guidelines
Manuscript Subm ission Guidelines:
N otes for Contributors
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An Interdisciplinary, International Journal
Editor: David F Marks City University, London, UK
1. The Editoriai Board of Xhe Journal o f Health Psychology considers for publication: (a) reports of 
empirical studies likeiy to further our understanding of health psychology; (b) critical reviews of the 
literature; (c) theoretical contributions and commentaries; (d) book reviews; and (e) signed 
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2. The circuiation of the Journal is worldwide and articles are invited from authors throughout the 
world.
3. Articles should be as short as is consistent with ciear presentation of subject m atter. There is no 
absolute limit on iength but 6000 words, inciuding footnotes and references, is a useful maximum. 
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4. Authors shouid provide a standard and a 'blind' electronic version of their article - one version 
containing nam es, affiiiations, full mailing address plus telephone, fax, email address; and one 
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reviewers.
5. The Journal requires authors to have obtained ethicai approval from the appropriate local, 
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participants with dignity and respect, and the obtaining of fully informed consent. The methods 
section of the paper m ust contain reference to the forum used to obtain ethical approval.
6. Authors m ust follow the Guidelines to Reduce Bias in Language of the Publication Manual of the 
American Psychological Association (5th ed). These guidelines relate to level of specificity, labels, 
participation, gender, sexual orientation, racial and ethnic identity, disabilities and age. Authors 
should also be sensitive to issues of social class, religion and culture.
7. All articles m ust be submitted for publication by eiectronic mail. Typescripts m ust be typed in 
double spacing throughout. Titles and section headings shouid be ciear and brief with a maximum of 
three orders of heading. Lengthy quotations (exceeding 40 words) shouid be displayed, indented, in 
the text. American or UK speliing may be used, to the author's preference. Indicate itaiic type by 
underlining, and use single quotation marks. Dates should be in the form 9 May 1994. Take out 
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word count of the manuscript (including all references).
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the Publication Manual of the American Psychoiogical Association (5th ed).
118
Research Dossier
10. Authors should retain a copy of the typescript, and send an electronic copy of the original 
typescript and one biind copy, clearly labeled In doc or PDF format to d.nfiarks@ city.ac.uk. There is 
no need to send hard copies through the post. Ail figures and tables should be clearly labeled. For 
further details please contact: David F. Marks, Department of Psychology, City University, 
Northampton Square, London, UK EClV OHB.
11. The corresponding author will receive page proofs for checking. He or she will be given 
controlled access to a PDF of the article and a complimentary copy (per author) of the whole issue 
after pubiication.
13. Copyright: On acceptance of their article for publication authors wiil be requested to assign 
copyright to Sage Publications, subject to retaining their right to reuse the material In other 
publications written or edited by them selves and due to be published preferably a t least one year 
after initial publication in the journai. Authors are responsible for obtaining permission from 
copyright holders for reproducing any iilustrations, tables, figures or lengthy quotations previously 
published elsewhere.
14. Reviews: books and suggestions should be sen t to Michael Murray (Book Reviews Associate 
Editor), School of Psychology, Keele University, Staffordshire ST5 5BG, UK, 
m .murray@ psy.keele.ac.uk
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Body Image in Gay Men: An interpretative 
phenomenological analysis
Abstract
Research in the field of eating disorders and body image concern has found that gay men 
are at a much greater risk of the development of such concerns than their heterosexual 
counterparts. Despite this, there has been an absence in the literature dedicated to the 
understanding of the nature and development of body dissatisfaction in gay men. Some 
hypotheses have been put forward in trying to understand what may lead to the 
development of such concerns, yet they are speculative at best and have little empirical 
backing. The aim of the current study was to address this omission in the literature. Eight 
self-identified gay men with body dissatisfaction were interviewed about the nature and 
development of their dissatisfaction. The data were analysed using interpretative 
phenomenological analysis to highlight both the commonality and diversity of 
participants’ experiences. Major themes that emerged fi-om the data and discussed in this 
paper include: the nature and impact of body dissatisfaction; gay communities and the 
relationship to body image; the development of body dissatisfaction and change and 
recovery. The paper also addressed implications for counselling psychologists and 
recommendations for future research.
Key words: Body image; body dissatisfaction; gay men; qualitative research.
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Introduction
Research has indicated that gay men are over represented in samples of men meeting the 
clinical criteria for an eating disorder. Within the literature up to 53% of men who meet 
the clinical criteria for an eating disorder, identify themselves as gay or bisexual (Carlat, 
Camargo & Herzog, 1997; Herzog, Newman & Warshaw, 1991; Mangweth et al., 1997; 
Olivardia, Pope, Mangweth & Hudson, 1995). In addition, gay men in general display 
higher levels of eating disordered attitudes and behaviours when compared to 
heterosexual men (French, Story, Ramafafedi, Resnick & Blum, 1996; Russel & Keel, 
2001; Siever, 1994; Williamson & Hartley, 1998; Yager, Kurtzman, Landsverk & 
Wiesmeier, 1988; Yelland & Tiggemann, 2003). The most consistent finding in the 
literature suggests that gay men displayed higher levels of body image disturbance and 
body dissatisfaction compared to heterosexual men in American, Australian and British 
samples (Beren, Hayden, Wilfley & Grilo, 1996; French et al., 1996; Herzog et al., 1991; 
Williamson & Hartley, 1998). Some studies have even indicated that gay men are equally 
(Siever, 1994) or more dissatisfied than heterosexual women (Yelland & Tiggemann, 
2003). These findings clearly show that issues around body image and eating disordered 
attitudes and behaviours are areas of concern for many gay men.
Within the existing literature there appears to be a lot of confusion around the nature and 
experience of gay men’s dissatisfaction with their bodies. Many measures assessing body 
dissatisfaction have not indicated in which direction men are dissatisfied with their bodies 
(either dissatisfied for being larger or smaller than they desire). In light of the above 
findings that suggest gay men have a higher incidence of anorexia nervosa, it has often 
been assumed that many gay men may be striving for thinner physique, which has been 
supported by some research (Herzog et al., 1991). In most cases, however, measures 
assessing body esteem (that do tell us something about the nature and direction of 
dissatisfaction) and eating disordered behaviours (that include a measure assessing ‘drive 
for thinness’), developed on and for women, have been applied to men and are therefore 
biased towards the conclusion that men are indeed striving towards thinness. This,
121
Research Dossier
therefore, ignores another important part of men’s experience in relation to their body: the 
desire for muscularity. The only known empirical study to date that has assessed gay 
men’s drive for thinness and drive for muscularity suggests that the gay ideal may be thin 
and muscular (Duggan & McCreary, 2004). This then leaves the question of whether an 
aspiration for a lean and muscular physique could potentially lead to the development of 
eating disorders such as anorexia nervosa, where the sufferer often looks extremely 
emaciated, or whether those who go on to develop anorexia nervosa, in particular, 
represent a discrete sub-group of the gay male population? Anecdotal accounts within gay 
literature have indeed suggested that there may be more than one type of physique that 
gay men may aspire to (Atkins, 1998) and, therefore, it may be that the form and severity 
of eating disordered symptomatology may be specific to the ideal that the individual 
attempts to emulate.
Various hypotheses have been put forward in an attempt to understand the development 
of body image problems and eating disordered attitudes and behaviours in gay men. The 
most problematic of these is the suggestion that gay men display more ‘feminine’ 
attributes (Lakkis & Ricciardelli, 1999). Although the processes by which this may put 
gay men at risk are made less clear, some have claimed identification with female role 
models (and the association to the Western body image of being thin and slender) (French 
et al., 1996) and gender identity or gender non-conformity conflict (Fitchter & Daser, 
1987; Meyer, Blissett & Oldfield, 2001). Not only does it seem that this line of theorising 
has confused sexual orientation with gender role/identity, but the measures on which 
these studies are based (see for example the Minnesota Mutiphasic Personality Inventory) 
have been widely criticised for the techniques used to develop them and for their 
conceptual assumptions (Marawski, 1992), which appear to arise from outdated 
andocentric and heterosexists notions o f ‘masculinity’ and ‘femininity’. Further, these 
‘traits’ - where in the case o f ‘femininity’ are thought to include passivity, dependence 
and unassertiveness, which are believed to reflect a need for approval and low self-esteem 
- are viewed as inherent to the individual, as if divorced from the social and political
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climate in which we live. This area of research clearly demonstrates little in the way of 
methodological and conceptual rigor.
The literature does, however, offer more conceptually sound theorising by endeavouring 
to understand gay men’s experience of their bodies in light of their social context. 
Williamson (1999) has proposed that body dissatisfaction may be closely linked to 
internalised homonegativity, which is the degree to which gay men may internalise the 
anti-gay sentiments of the dominant heterosexist society. Williamson (1999) also claims 
that negative feelings about one’s sexuality are then generalised to the whole of the self- 
concept, undermining the self-esteem and psychological integrity of the gay male which 
may lead to a revulsion towards his body.
Kimmel and Mahalik (2006) have expanded on Williamson’s (1999) ideas in their 
minority stress model and suggest that gay men who internalise anti-gay comments may 
desire a powerful masculine physique as a form of defence against society’s 
stigmatisation of them as effeminate, and to defend against expectations of anti-gay 
attacks.
Sociocultural hypotheses are based on enculturation processes and norms within gay 
communities, which exaggerate and emphasise the importance o f slimness and / or 
muscularity, and physical attractiveness. This hypothesis has at least some empirical 
support (Beren et al., 1996). In addition, gay communities are set within a broader context 
where Western society also glorifies and idolises the mesomorphic male body image 
which is promoted through mass media operations (Leit, Gray & Pope, 2001; Pope, 
Olivardo, Gruber & Borowiecki, 1998) and may add to the pressures from within the gay 
scene. However, the importance attributed to body image may have particular relevance 
to gay communities in light of the research suggesting the need for gay men to remain 
physically attractive to other men (in a parallel way to heterosexual females) (Siever, 
1994) and the AIDS epidemic that hit gay communities in the 1980s where the images of 
the ill looking and emaciated HIV positive man were never far from sight (Klien, 1993).
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As outlined above, a number of hypotheses have been put forward as to why gay men 
may become dissatisfied with their bodies and ways in which this may lead to disordered 
eating, yet many are purely speculative with little supporting research. Moreover, the 
research is hindered by research based on stereotypical or pathologising assumptions 
regarding a gay sexual orientation. This, to some degree, may be the result of the notable 
absence of qualitative research in this area that listens to the voices of gay men. In light of 
this, the current study aims to investigate the nature and experience of body 
dissatisfaction in gay men, ways in which it may manifest itself, and how these men 
experienced their body dissatisfaction developing.
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Method
Participants and recruitment
The inclusion criteria for participation were self-identified gay men who claimed to be 
experiencing a significant degree of body dissatisfaction and were above the age of 
sixteen (due to issues of informed consent).
Participants were initially recruited through advertisements, which described the study 
and asked for volunteers. These advertisements were posted on websites dedicated to gay 
men’s issues, or body image concerns and eating disorders in men. A snow ball sampling 
method was also employed where individuals already recruited for the study provided 
contact information for others who met the inclusion criteria and may be interested in 
participating.
Due to the difficulties in accessing a workable sample of gay men with a significant 
degree of body dissatisfaction from the United Kingdom, the study was extended to 
include participants from America. Problems with access may be due to the relatively 
limited number of gay men that may be significantly affected by body image concern.
This is further complicated by the lack of direct channels, such as support groups or 
services for gay men (or even men) with body image concerns or disordered eating, 
through which to reach these men. Issues of shame over problems that are traditionally 
associated with women may also prevent men from coming forward to participate.
For ethical reasons, men with co-morbid presentations or those considered too vulnerable, 
established through a screening process, were not be permitted to take part in the study. 
Five men who responded to the advertisement and a further three men who were 
contacted through a snowball sampling successfully made it through the screening 
process and agreed to take part. A sample size of eight conforms to the recommendations 
for the chosen analytic strategy (Smith et al. 1999) that will be outlined in due course.
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Procedure
Once ethical approval had been granted (see appendix 1) the data were gathered through 
the use of semi-structured interviews. This method is strongly associated with qualitative 
methods of research (Smith, 1995). It is considered to be the main form of data collection 
for the chosen analytic method (Smith et al. 1999) because it provides a framework which 
outlines areas to be discussed in line with the phenomena under investigation, whilst 
allowing scope for participants to influence the direction of the interview. In this way it 
facilitates the acquisition of rich data.
Two of the participants recruited from America were interviewed via telephone. The 
other six participants were interviewed face-to-face. In order to provide an environment 
where these participants felt at ease, they were given the choice of being interviewed in 
their own home or on university premises. Each participant was given a participant 
information sheet (see appendix 2) to read, asked to sign a consent form (see appendix 3) 
and complete a background information sheet (see appendix 4). For those who were 
participating via telephone all this information was emailed to them prior to the interview 
and consent to participation was recorded on audio tape. Before the interview began 
assurance of confidentiality and the purpose of the interview were reiterated. Participants 
were also encouraged to let the interviewer know if they were distressed at any point of 
the interview or wished to stop. They were then given the opportunity to ask questions.
Interviews lasted between one to two hours and were audio-taped and transcribed 
verbatim (see appendix 5 for a copy of a transcript). Information was available about 
services and support groups for participants if they felt that this could be useful. 
Participants were offered a copy of the final research report as a source of feedback.
The interview schedule (see appendix 6) provided a guide for discussion of topic areas 
based on questions arising from the literature review conducted by the researcher (King, 
2005). Open ended questions were designed to elicit participants’ experience of the nature 
and development of their body image concerns. The interview schedule was designed to
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elicit information around areas of participants’ experiences rather than questioning around 
hypotheses previously outlined in the literature so as not to bias individual responses.
Two pilot interviews were conducted to review the relevance of the questions to the topic. 
The pilot data have been included as minimal adjustment was made to the schedule.
Analvtic Strategy
The data were analysed using an interpretative phenomenological analysis (IPA) (Smith, 
Osborn, & Flowers, 1999; Smith & Osborn, 2003; Smith, 2004). IPA endeavours to 
explore the ways in which individuals understand and make sense of their experiences 
and so, as far as is possible, it adopts an ‘insider’s perspective’ (Conrad, 1987). This 
approach is concerned with the individual’s subjective experience and meaning of their 
reality through their own perception rather than attempting to generate objective ‘facts’ 
about a phenomenon, characteristic of more positivist hypothetical-deductive method of 
enquiry. IPA was, therefore, felt appropriate for this study as the voices of gay men with 
body image problems have been noticeably absent in the literature. IPA, however, also 
acknowledges the interactive process between participants’ accounts and the researchers’ 
interpretive framework. The researcher is a heterosexual female and as such claims 
relative ignorance of many of the issues that may face gay men (aside from the literature 
on body image). The researcher also takes a gay affirmative stance and is therefore 
sensitive to avoid contributing to a discourse that serves to pathologise a gay sexual 
orientation.
Due to IPA’s endeavour to produce a meaningful account of perceptions and experiences 
of a well defined group, rather than prematurely making more general claims, it favours a 
fairly homogenous sample. Difficulties in recruiting men to participate, outlined in the 
participants and recruitment section, meant that a more diverse sample was used than 
would typically be sought when using IPA. It was considered appropriate to include 
participants from North America for a number of reasons. Firstly, the research suggest 
similar trends in terms of the number of gay men suffering from body dissatisfaction and 
eating disordered symptomatology in UK and American samples (Beren, Hayden, Wilfley
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& Grilo, 1996; Williamson & Hartley, 1998). In addition, significant similarities can be 
drawn between these two cultures, particularly in relation to the increasing trend of the 
objectification and commodification of males’ bodies and the importance attributed to 
appearance and standards of beauty (Nasser, 1997).
Grounded theory (Glaser & Strauss, 1967) was considered as an alternative method for 
collecting and analysing the data due to the often speculative nature of much of the 
literature seeking to understand body image concerns and eating disorders 
symptomatology in gay men. The aim of grounded theory is the generation of theory. To 
this end grounded theory uses theoretical sampling which involves the researcher to 
engage in continual data collection until saturation is reached, that is until no new in 
sights emerge from the data. Due to the small scale nature of the current study and 
anticipated difficulties accessing the population under investigation it was believed that 
these principles of grounded theory could not have been met. Furthermore, the aim of the 
current study was to stay committed to the idiographic and subjective accounts of 
participants’ experience rather than generation of theory.
After transcription all names and identifying material were changed for confidentiality 
purposes. All transcripts were re-read and the one which seemed to be the richest and 
most diverse was analysed first. It was re-read and anything interesting or significant (in 
terms of the research aims) was noted in the left hand margin. This was repeated several 
times where the left hand margin was added to or modified in addition to thoughts and 
connections between themes. The emergent theme titles were then added in the right hand 
column, but were not definitive at this stage. Then on a separate sheet all the themes were 
listed. This stage of the process involved finding connections between themes which were 
then clustered into sub-ordinate and super-ordinate concepts. Continual checking back to 
the primary data was necessary to ensure they were grounded in the data. This procedure 
was then repeated with each transcript.
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Super-ordinate themes and sub-themes across all transcripts were then compared, 
clustered and consolidated to produce a final set of master themes and sub-themes. In 
some cases sub-themes included quotes from just one participant when it added 
something significant to the analysis and aims of the research. A decision was then taken 
on which themes to present in the analysis due to the word constraints of this paper. 
Themes that were related to the aims of the research and were either most salient across 
transcripts, or offered new insights about the research topic, were chosen for the analysis.
In order to evaluate the research in line with the theoretical and philosophical 
assumptions that underpin qualitative research, the criteria for evaluation outlined by 
Elliott, Fischer and Rennie (1999) were employed. ‘Owning one’s perspective’ has been 
addressed earlier in this section by naming the stance that the researcher takes in relation 
to issues pertinent to this study that will shape the interpretive lens of the researcher 
through which the analyses are derived. Ways in which the researcher’s own perspective 
may have shaped the study are further elaborated upon in the personal reflections section 
of the study (Appendix 7). ‘Grounding in examples’ and ‘coherence’ are demonstrated 
throughout the analysis by the continual integration of quotations and unfolding data- 
based analytical narrative that is transparent to the reader. The criterion of ‘situating the 
sample’ is applied through outlining descriptive information about participants in order to 
contextualise the sample from which tentative conclusions can be drawn. Finally, to 
ensure that the analyses were grounded in the data ‘credibility checks’ (Elliott, Fischer, & 
Rennie, 1999) were carried out at various stages of the analytic process by two colleagues 
and the researcher’s supervisor.
In the presentation of the data, square brackets [...] indicate omission of material, double 
quotation marks indicate participants’ quotations and single quotation marks indicate 
idiomatic speech.
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V Analysis
Background Information
The mean age of the participants was 31 (range 24 -  40; SD 16.86). According to the 
World Health Organisation a body mass index (BMI) of under 18.5 is considered 
underweight; 18.5 - 24.9, healthy and 25 - 29.9 overweight. The mean body mass index of 
participants’ was 22.3, and thus within the ‘healthy’ range (range 14.6 -  27.4; SD 5.66). 
Three of the participants reported to have eating disorders although only one had received 
a formal diagnosis and was currently involved in services. This participant reported to 
have suffered from an eating disorder (anorexia nervosa and bulimia nervosa) for the past 
twenty-one years, whilst the other two participants had been engaging in extreme periods 
of starvation, binge-purge cycles, and appeared to have an intense fear of gaining weight 
throughout the past two years (for one participant) and four years (for the second 
participant). Five of the participants said that they had no regular partner and the other 
three participants reported to have one regular partner. Four of the participants were 
employed as flight attendants, one was in full time education, one an assistant manager in 
retail, one a medic and one unemployed. Four participants identified themselves as 
White-British. Of the remaining participants, two were Greek, one Native American and 
one American. Two participants resided in the USA, and the remainder in England.
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Table 1: Master themes and sub themes presented in the analysis
Nature and Impact of Body Dissatisfaction Body image and body ideal
Disgust and revulsion
Attractiveness
Confidence and self-esteem
Gay Communities and the Relationship to 
Body Image
Pressures on the commercial ‘gay scene’
Belonging and acceptance by gay 
communities
Health and HIV / AIDS
Development of body dissatisfaction and 
eating disordered behaviours and attitudes
Féminisation of body
Minority related stress
Change and recovery Self-acceptance
Changing importance ascribed to body 
image
Nature and Impact of Body Dissatisfaction 
Body image and body ideal
All participants’ body dissatisfaction was directly related to their body weight and shape, 
although the severity and nature of dissatisfaction varied. Five of the participants felt that 
their body weight was heavier than they would like, in particular they were most 
dissatisfied with the stomach area. For example: “I just feel really overweight and flabby, 
especially with the tummy area” (Mark), and four of the participants felt they were too 
thin. For example: “I am really skinny and unattractive” (Rob). Participants were 
unanimous in their description of what they desired their body to look like: lean and 
muscular (which relates to research by Anderson & DiDomenico, 1992). For example: “I 
would like to have a bit more tone and a bit more muscle” (Jay) and “I don’t have the 
muscles and all of that [...] I would like to be a bit more toned and muscley” (Rob). It is 
important to note that whilst participants were unanimous in their descriptions of their
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ideal body image, the embodiment and visual manifestation of these descriptions may 
vary considerably between participants.
It seemed that not only did participants feel dissatisfied for not ‘matching up’ to this ideal 
but also for some this ideal was thought to be unobtainable. For example, when Steve was 
asked what he would like his body to look like for him to be satisfied he answered:
“More muscle definition which I don’t have and I’ll never be the type of person who 
can”. Therefore, it seemed some participants were caught between feelings of 
dissatisfaction and hopelessness about ever attaining their ideal, which had numerous 
implications for how participants felt about themselves.
Disgust and revulsion
Participants used highly emotive words in describing how they felt about their bodies, 
indicating a sense of disgust and revulsion. For example: “You feel like so ugly and 
repulsive” (Adam) and “I feel so disgusted about the way I look” (Mark). The sense of 
disgust caused a great amount of distress: “people don’t realise how distressing it is, that I 
feel like this about my body” (Luke). Participants often felt so repulsed by their bodies 
they could not bear to look at themselves without this causing an immense amount of pain 
and self-depreciating thinking. For example: “I could barely look at my reflection without 
thinking there is the most hideous person ever” (Paul). For Paul it seemed that when he 
looked in the mirror it was not only his body that he found hideous but himself as a 
person, as if he was no more than the awful image he saw reflecting back at him.
Attractiveness
Participants often seemed to generalise the dislike and disgust that they felt towards their 
bodies to the thinking of those around them. For example: “Because I hate my body and 
don’t find myself sexually attractive [...] I can’t believe that anyone else can” (Rob). In 
fact all the participants spoke about how sexually unattractive they felt as a result of their 
body dissatisfaction which then seemed to negate the possibility of intimate relationships: 
“I felt like there was no way I would ever have a boyfriend, and nobody would ever want
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me and stuff, because of the way I looked” (Adam). Participants’ feelings about their 
body and sexual attractiveness seemed to be further compounded by the importance that 
they attributed to looks in attracting potential partners: “The first thing that a lot of gay 
guys notice is the physical attractiveness and then they will look into the personality” 
(Paul). One of the participants seemed to feel that his sexual unattractiveness precluded 
his partner from loving him which contributed to the breakdown of his relationship: “We 
had a separation [...] as I didn’t feel that he loved me because I couldn’t see that he found 
me sexually attractive” (Rob).
The importance that participants attached to ‘looking good’, and the part that they 
considered this to play in their sexual attractiveness, resulted in some of the participants 
feeling that they needed to change their bodies, often by very extreme measures: “I 
started starving myself as I had to like make it [referring to his body] look good [ .. .] !  had 
to present something beautiful” (Paul). For Paul, the importance and value that he 
attributed to attractiveness and being “beautiful” seemed to overshadow all other qualities 
of what being “a good person” meant to him: “I wasn’t showing myself as a good person 
unless I was making an effort to make myself look more beautiful”. For him the 
importance of attractiveness and beauty was so immense that it was even more important 
than longevity of life itself:
“I knew in a peculiar way what I was doing with my body. I knew the risks I was 
taking. I knew the fact that I may never escape this eating disorder and it would 
probably consume me. But I was still like, okay cool, [...] I still want the body 
beautiful, you may or may not live to the age of 25 but at least you will die 
beautiful.”
Confidence and self-esteem.
Many of the participants spoke about the negative impact that their body dissatisfaction, 
including the disgust they felt towards themselves and their perceived unattractiveness, 
had on their self-esteem and confidence.
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“I feel that I have quite low self-esteem because of that as well. [...] If you aren’t 
happy with your body, then it impacts on everything else” (Rob).
The flip side of this (i.e. the impact of ‘looking good’ on self) was also mentioned. For 
example “looking good makes you feel nice” (Mark). For Rob, low self-esteem, as a 
result of his body dissatisfaction, was further undermined by others commenting on his 
thinness:
“You’re already insecure about how skinny you are and [...] it’s someone 
constantly pointing out something that you already don’t like about yourself so it 
makes me feel low and more body conscious”.
Participants also talked about their body dissatisfaction having an impact on their 
confidence, particularly when going out in public. Some reported that going out in the 
public eye felt exposing and anticipated others criticising them. For example:
“When you are out in the public eye you tend to be there for everyone to be 
watching and you think that people are looking at you. [...] I do think, what are 
people thinking? Do I look really fat in this or do I look ok?” (Jay).
Jay went on to say that that he tried to better manage this discomfort in pubic by wearing 
darker clothing to make himself more invisible and less likely to attract attention.
“My comfort zone is to get the darker clothing as it doesn’t show your contours as 
much so you feel a bit more confident in yourself and you sort of blend into the 
background.”
Adam’s body dissatisfaction and lack of confidence, however, resulted in a reluctance to 
go out in public: “I rarely go out because I’m worried about people looking at me because 
of my thinness”.
Some participants seemed to question whether the impact of body dissatisfaction on self­
esteem was unidirectional or whether their low-self esteem also impacted on their feelings 
about their body. For example:
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“I feel that I have quite low self-esteem because of that as well [...] but maybe 
you can go another way and say it’s because of all the other things is why I feel 
how I do about my body” (Rob).
Gav Communities and the Relationship to Bodv Image
Pressures on the commercial ‘gay scene ’
When participants talked about the gay scene, it seemed that they were particularly 
referring to bars and club nights where the majority had a gay sexual identity. All of the 
participants spoke about a ‘trend’ on the scene which involved a heavy investment in the 
way that one looks and the attainment of a lean and muscular body. For example: “lately 
it’s kind of a trend among gay guys to be fit and muscley and going to the gym” (Mark). 
Scott talks about how the importance of looks and body image is a relatively recent 
phenomenon which he became readily aware of after a break from the gay scene:
“When I got out of my relationship and started to go on dates that’s when I realised 
how things have really changed now, everyone is really into the way that they look 
and the way their body is and being really toned and muscley”
It seemed that for many of the participants, the gay scene gave out important indications 
of what they felt they ‘should’ look like. This seemed to leave participants feeling 
pressured to conform to expectations and standards regarding the way one should look. 
Participants also seemed to feel dissatisfied with their bodies through not ‘measuring up’ 
to these expectations. For example:
“It just made me kind of more aware of the way that I should look and the way that I 
should dress, I was very self conscious of how skinny I was” (Scott).
One of the participants talked about being very aware of this trend on the scene but 
despite not agreeing with the importance and value that has been attributed to body 
image, felt unable to resist being affected:
“I disagree with that kind of philosophy, although because you know it is out 
there, and everywhere that you go most gay guys are trying to have a really fit
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body, it makes you feel uncomfortable about how you look and sometimes I find 
myself influenced and I will try to go to the gym ” (Mark)
Steve reports never to have experienced body image issues until he started to go to gay 
clubs where he felt a great discrepancy between what he and the majority of others looked 
like, which then led to dramatic weight loss:
“That’s when I was about 150 [pounds] for about a year and a half [...] I started 
[dieting] when I first went out to the clubs. [...] and I started for the first time 
seeing what the gay world was like as opposed to the straight world and I’m 
looking at all these people and like T don’t look like that’. [...] I’d never in my 
life had not only body image problems but fashion problems.” (Steve).
As Steve indicates, many participants talked about the differences they experienced 
between gay and straight communities. Steve goes on to suggest that the gay scene valued 
a considerably thinner ideal than heterosexual communities (it should be noted that he 
was often referring to heterosexual females):
“I’ve gotten extremely thin before and like my mother and straight people, they all 
thought I was sick, [...] and gay people would tell you how great you looked [...]. 
It’s just a constant pressure” (Steve).
Participants also talked about other ways by which they learnt about the importance and 
emphasis on achieving an ideal body image and the pressure they experienced to conform 
to this. Participants talked about the gay scene as a hostile place where they felt others 
were quick to criticise the way that others looked. For Jay, his interactions with other gay 
men seemed to provide him with a template of how others may perceive and talk about 
him:
“You always tend to find that when you are in gay men’s company especially, they 
can be quite bitchy like. Took at that one over there’ and ‘oh God I wouldn’t be 
seen dead in that’, so it tends to be at the back of your mind that people are there 
criticising you for what you look like” (Jay)
Others spoke about explicit feedback they received on the gay scene in relation to their 
looks. For example:
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“The gay scene is very, very bitchy [...] People nit pick about absolutely 
everything [...] I have experienced it directly within the gay scene” (Rob) 
Unsurprisingly participants found such comments extremely painful: “It’s very bitchy and 
back stabbing, and two faced and I find it very hurtful sometimes” (Adam) and some 
participants seemed to feel victimised by their experiences: “It’s like a school playground 
out there so you feel bullied. It’s like going back to childhood” (Rob).
For some participants looking a certain way became so entrenched in their affiliations to 
the gay scene that it became part of their gay identity. For example: “As a gay man I had 
to look good.” (Luke)
Belonging and Acceptance by gay communities
In light of these pressures outlined above, many participants felt that acceptance by the 
gay scene was contingent on achieving the ‘ideal’ body image. For example:
“It felt like as a group that unless I was a certain way, acted a certain way and 
looked a certain way then it wouldn’t accept me” (Steve).
“I do think that if you do want to fit in and go to a club or a bar and feel 
comfortable then you have to make the effort really and look a certain 
way” (Scott).
In an effort to feel accepted by the scene, some of the participants seemed to adopt and 
conform to these expectations:
“So I was almost like just jumping into it and doing all these, I guess you’d 
call it stereotypical things to try and fit and be accepted. [...] I had to look a 
certain way, I had to dress a certain way, I had to act a certain way. I had to”
(Steve).
Other participants who felt either unable or unwilling to mould their bodies to meet these 
expectations felt marginalised and isolated from the gay scene. For example:
“You have to look a certain way to fit in and if you don’t it’s a scary place and it 
can be very unfriendly, and it just makes you feel quite isolated” (Adam)
137
Research Dossier
It seemed that a sense of acceptance and belonging to the gay scene was particularly 
important to the participants for a number of reasons. Firstly, participants spoke about 
histories that were pervaded by abuse, rejection and isolation, often due to their sexuality. 
For example:
“I was called all sorts of poof, and gay lord, and I used to walk through the 
halls, the corridors, when it was like lunch break and stuff, and I always 
used to get some guy walking past me who would give me a right hard 
punch in my shoulder, and that happened all the time. [...] I had so much 
verbal abuse” (Adam)
For some participants the ‘straight scene’ did not feel like an environment where they 
could go and feel comfortable socialising. For example, Adam talks about receiving 
further prejudice and victimisation on the straight scene:
“I feel uncomfortable going into a straight place, [...] I always put this 
barrier up because I’m thinking I’m going to get some abuse, and 8 out of 
10 times I get abuse, that usually happens” (Adam).
This left many participants desperately turning to the gay scene, where they hoped that 
they could find a place where they could fit in, feel acceptance and gain a sense of 
belonging. For example: “You just want to fit in somewhere” (Steve) and “I needed 
somewhere that I could go and feel a sense of belonging” (Adam).
Secondly, participants not only talked about needing a place where they could feel safe 
from further abuse but also gain a sense of kinship. For example: “I needed somewhere 
that I could feel safe, with people who had the same sexuality as myself’ (Adam) and “I 
feel like where can I go where I’m going to feel comfortable, with people similar to 
myself?” (Luke).
Unfortunately, several of the participants felt ostracised from both gay and straight 
communities and were left feeling extremely isolated as Adam describes:
138
Research Dossier
“So it’s just like, hey I’m isolated again, what do I do now? Just stay in my 
room 24 hours a day?”
Health and HIV/ AIDS
Similar to previous theorising (Klien, 1993), Scott talked about this movement towards a 
muscular and lean body as coming about in direct response to the AIDS epidemic that hit 
the gay community in the 1980s. Looking toned and muscular stood in stark contrast to 
the emaciated look that had become associated with AIDS:
“When everyone started hearing about AIDS in the 80s, if you were skinny, 
people would think ‘ohh look how skinny he is, I bet that he has AIDS’. So I 
think what happened was a lot of guys started working out just so people would 
go ‘oh he looks really healthy. I’m sure that he doesn’t have AIDS’, so I think 
that’s really where it stems from [...] I think the muscles and the body image 
comes from that” (Scott).
Further to this, the association of AIDS to a slender or emaciated physique was very 
much present in several of the participants’ accounts.
“I rarely go out because I’m worried about people looking at me because of my 
thinness [...] and you get perceived like, they probably don’t think it’s anorexia, 
they think you’ve got AIDS” (Adam).
“When I was thinner [..] there were the people that got jealous who started running 
rumours that weren’t true [...] the worst one people started saying was that I had 
HIV, AIDS which isn’t true” (Steve).
Perhaps looking muscular and lean is then a visual demonstration of individual’s health 
and vitality, also allaying fears of being labelling and stigmatised as a HIV/AIDS victim.
Comments by Scott’s friends, linking his appearance to that of a person suffering with 
AIDS, appear to have evoked in him a sense of his own existential angst regarding his 
health and morbidity:
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“Well right now I think everyone is saying I’m a bit too skinny. Like a couple of 
friends go ‘Scott you need to put on weight, you look like you’ve got AIDS’ [...] 
and I know I don’t but it makes you go oh shit, maybe I should go and get tested, 
maybe I do have it” (Scott).
On a related note, if there is an association between thinness and AIDS or ill-health, it 
then seems unsurprising that the toned and muscular body was seen by participants as the 
epitome of sexual attractiveness (a separate theme previously discussed). Perhaps body 
weight and shape is a spurious means by which individuals make assessments about the 
risk of infection and choice of sexual partner.
Development of Bodv Dissatisfaction and Disordered Eating Patterns
Féminisation o f  body
One participant reported childhood teasing about his sexuality which appeared to lead to 
an understanding of his body as more feminine than masculine:
“I was girly, skinny and very camp and all the other boys were bulking up and 
becoming very manly and I just didn’t feel very manly, again so I just felt different. 
So what they were shouting at me, all girly, camp stuff, I was very much feeling 
bodily [...] and I didn’t like it” (Rob)
In an attempt to reduce this feeling of difference, Rob seems to have attempted to appear 
more masculine and bulk up, albeit unsuccessfully:
“You sort of try and run away from that and butch up a bit when you are younger, 
you’ve got to try haven’t you (laughs)”.
However, it seems this construction of his body as “girly” was further reinforced in 
adulthood by comments from women conveying their envy over his thinness
“And now it’s always women and never men that say they would like this 
figure and again that’s difficult because I’m not a woman and of course you 
have had that teased from at school when you are as camp as I am. You 
don’t want the woman’s figure, you want the man’s figure, because you are
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actually a man despite how effeminate I am. [...] and again it’s the whole, 
how can a man, a gay man find that attractive if I have a girly body, because 
they don’t fancy girls? (Rob)
The construction of Rob’s body as ‘feminine’ seems to have resulted in body 
dissatisfaction as it is quite incompatible with his gender identity and sexual identity as 
not only did he feel that he looked more feminine than masculine but also undesirable as 
a gay man.
Minority related stress and discrimination
Many spoke about the difficulties that they experienced in accepting and embracing their 
sexuality which they readily experienced as aberrant to the expectations of the 
heterosexist cultural milieu they found themselves in. This seemed largely due to real and 
anticipated experiences of rejection, abuse, both verbal and physical, and isolation over 
their sexuality, not only from wider society but also those closest to them:
“I hated for a long time being gay, because of what it incurred of being verbally 
abused all the time, and being kicked and punched for being the way I am.” 
(Adam)
This left many participants feeling a great deal of shame about their sexuality, at least 
initially, undermining their self-esteem and confidence. Rob (below) describes how a 
society that could not accept his sexuality led to a hatred of himself that seemed to 
pervade every part of his being, including his body:
“I didn’t like who I was because everyone was telling me that I shouldn’t like who 
I was, because I was gay and shouldn’t be gay. And then you end up hating 
yourself because you’re not the norm as it were. [..] Myself and my body, the two 
things went together: I didn’t like myself and I didn’t like my body, so you 
intertwine the two.” (Rob)
Other participants spoke about ‘looking good’ as a means to building confidence and 
engendering approval from others. For example:
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“You need to feel good about who you are and maybe it’s a need to prove to 
the others that you are not a freak and it’s the most obvious way to prove 
that.” (Mark)
Perhaps through drawing on the cultural vocabulary of the time, individuals engage in 
weight and shape changing behaviours precisely because it is a widely admired form of 
self-expression (Leit, Gray & Pope, 2001).
Paul’s experience of his sexual identity was further compounded by his cultural 
background (Native American) leading to a great deal of shame on two accounts:
“I felt ashamed to be from that kind of background as we are known to be poor 
and drunks and [ ...] !  was ashamed of being gay, like at that age and that time 
being gay was not normal, being gay was sick and disgusting.”
He reports that this led to a fear of how he would be perceived by others and what others 
expected of him: “I didn’t know how to respond, I didn’t know how they would respond 
to me.” This led to an intense monitoring of himself and his behaviours in order to mask 
his ethnic background and hide his sexuality in order to fit in to society’s expectations of 
him:
“I really monitored how I acted, I monitored what I said, that started a lot of 
monitoring of myself. [...] I was worried about how I was perceived and thought 
how I could fit in [ ...] !  actually started wearing make up - a light foundation 
make up -  to take away from my skin tones, and make my nose look a little 
smaller [...] people pointed out to me that when I walked 
I shook my hips a lot and I started monitoring my body movements- you know, 
walk a little manly.”
He claims that in turn this monitoring lead to extreme dieting and binging and purging in 
order to fit in and achieve a body that would facilitate appreciation from others:
“And after a while my eating patterns fitted into it all [...] in an effort to get 
people to appreciate me and recognise me.” (Paul)
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Paul went on to describe how his extreme weight and shape changing behaviours brought 
about changes in his social interactions, and even social status, finally leading to him 
feeling a person of worth as the following quote demonstrates:
“People were starting to talk to me now. Like complete strangers would come up 
to me and start talking to me whereas before I was just a fat Indian walking 
around. This time, I felt that I was actually a person I guess, I wasn’t just a 
statistic, you know, I was a person.”
It is possible that minority related stress and discrimination, leading participants to feel 
rejected by society, may make acceptance and belonging by the gay scene all the more 
important for these men.
Change and Recoverv
Self acceptance
As previously discussed it seemed that participants’ dislike for their bodies emanated 
from a more fundamental dislike of themselves, often due to their sexual orientation. 
Participants’ recovery from their extreme weight and shape changing behaviours and 
dislike of their bodies often involved a journey of self acceptance, not only of their bodies 
but more importantly of who they were as individuals.
“For a while when I was in the eating disorder I managed to keep up a front, now 
it’s just going to happen naturally, you know, having a fit body, not worrying about 
my thick accent [...] I don’t have to concentrate to watch what I say or how I say it, 
or the way I act.” (Paul)
“You’ve got to start loving yourself and taking care of yourself and respecting 
yourself’ (Adam)
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Although Rob, below, remained dissatisfied with his body, gaining self-acceptance 
allowed him to tolerate these feelings more easily, without them having an insidious 
effect on his mood:
“I just learnt to like myself really. So that’s all changed. The emotional side has 
all changed but I am still not happy with the way I look but there is no emotional 
attachment there any more, [...] i f  s not getting me down like it used to.” (Rob).
Changing importance ascribed to body image
Participants also spoke about changing the importance that they ascribed to looks and 
body image as key in enabling the process of overcoming their body image and eating 
disordered behaviours. For example: “It’s changing the way you look at how you look” 
(Rob). Some participants spoke about re-attributing importance to other aspects of 
themselves: “It’s about looking at all the other things you have to offer, not just what you 
look like”. The importance of personality over looks was frequently evoked. For example: 
“Although there are times I relapse, like for no reasons at all I will starve 
myself, I keep a pretty healthy diet and I’m at a healthier weight now. I realise 
that it’s my mind that is attractive to guys 100%, I have got to have a decent 
personality much more” (Luke).
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Overview
This study aimed to give some insight into the experience and development of body 
dissatisfaction in gay men using an interpretive phenomenological analysis. The findings 
as a whole present an initial picture in a previously under-researched area. It is important 
to note, however, that IPA makes no claims of generalisability and therefore any attempt 
to generalise beyond this data set can only be tentative.
The analysis revealed that the men in this study were dissatisfied with their bodies for not 
emulating a more muscular and toned body ideal. This concurs with other research 
(Duggan & McCreary, 2004) demonstrating a desire for muscularity among gay men 
which is quite distinct from a more slender and thin physique suggested elsewhere in the 
literature (Herzog et al., 1991). If these findings are at all generalisable to a larger 
population of gay men, they challenge hypotheses in the literature that suggest gay men’s 
body concerns may be related to enactment of feminine gender roles and the associated 
desire for feminine physique (Fitchter & Daser, 1987; French et al., 1996; Meyer,
Blissett & Oldfield, 2001). Participants’ dissatisfaction had a profound effect on their 
feelings about themselves such as self-disgust and sexual unattractiveness, having an 
insidious effect on their self-esteem and mood. This indicates the very serious impact that 
body image concerns can have on gay men.
A key theme that emerged was the value that participants felt had been attributed to 
attaining a lean muscular body in the commercial gay scene and the pressure that they felt 
to conform to these norms and ideals. This builds on other findings in the literature 
(Beren et al, 1997; S lever, 1994) adding weight to the sociocultural hypothesis that posits 
body image concern are the result of societal pressures which may be particular prevalent 
in gay communities. The pressure to conform seemed to be compounded by a need for 
belonging and acceptance in light of experiences of rejection and marginalization from 
wider society over their sexuality. It seemed that many of the men fantasised about the 
gay scene proving a haven from the abuse they incurred in the wider heterosexist society
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and for providing a sense of kinship but, unfortunately, they found that this was 
contingent upon their appearance. The analysis also revealed the importance of the bodily 
semiotics of a healthy, muscular body in a context where HIV and AIDS appeared to be 
never far from consciousness.
One participant’s experience highlighted childhood teasing for being “girly” that seemed 
to be further reinforced in his adulthood by females conveying their envy over his thin 
physique. This seemed to lead to him feeling unhappy with his body for being too 
‘feminine’. The importance of including this participant’s experience comes in light of 
other hypotheses in the literature (for example, French et al., 1996), outlined above, that 
suggest gender non conformity in gay men may lead to the development of eating 
disorders, yet it seems that it is this form of discourse that led to this participant’s hatred 
towards his body.
The analysis also showed the difficulties that participants had in embracing their sexuality 
often due to experiences of victimisation and abuse. This seemed to lead to shame and a 
hatred of themselves which extended to their bodies. This is a process similar to that 
outlined by Williamson and Hartley (1998) who suggest that body image concerns in gay 
men may be related to internalised homonegativity which undermines self esteem and 
leads to a revulsion of themselves which extends to the whole body. For other 
participants, investment in their body image seemed a means of gaining recognition and 
admiration and in some ways seemed to compensate for a, perceived to be, inferior sexual 
orientation. These findings point to the very harmful impact that homophobic attitudes 
and behaviours from the wider society can have for the gay male and suggest that they 
may be implicated in the development of body related concerns. Furthermore, these 
findings may suggest that anti-gay victimisation is still very much part of some gay men’s 
lives.
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In light of this, it is unsurprising that participants talked about a journey of self­
acceptance, of who they were as people, as being a key process in their recovery. This 
was also aided by changing the importance that participants ascribed to body image.
In terms of limitations of the study, the sample was restricted in the diversity of ethnic 
backgrounds, age groups and the nature and severity of participants’ body dissatisfaction 
and body ideals. For example, participants spoke about other body images on the scene 
such as ‘bears’ (large, hairy gay men) and ‘twinks’ (thin, young looking gay men) that 
were not represented in this study. The oldest participant was forty years old and it may 
be that older men have a very different experience in relation to their body dissatisfaction 
and factors involved in its development. It should also be noted that only gay men, and 
not bisexual men, were included in this sample. This restricts any tentative 
generalisations that could be made about these men based on the current study’s findings.
The study may have been limited by the some of the diversity within the sample on 
account of type and degree of body image concern and the inclusion of two North 
American men. This could have potentially minimised analytic cohesiveness within the 
sample. No predetermined definition of body dissatisfaction was employed when 
determining criteria for participation. Nor was there any assessment on which to measure 
body esteem levels. The researcher felt that this would have been overly restrictive and 
would violate one of the aims of the study which was to understand the nature of gay 
men’s body dissatisfaction. Furthermore, introducing measures by which to assess body 
dissatisfaction may have deflected away from the phenomenology of participants’ 
experience. Whilst the men differed in the extent to which they felt unhappy with their 
body for either being overweight or underweight, they were unanimous in the physique 
that they desired (lean and muscular). In terms of the cultural diversity in the sample, 
there were striking similarities between the themes that emerged from the UK and North 
American participants which added to the cohesiveness of the sample and credibility of 
the findings. However, cultural differences may remain such as the extent to which
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similarities can be drawn between the gay social ‘scene’ in North America as compared to 
the UK.
The findings from this study can be used to inform counselling psychologists working 
with gay men who may suffer from body dissatisfaction and eating disordered attitudes 
and behaviours. In particular these findings, although limited in their generalisability, 
highlight the distressing effect that body dissatisfaction may have on individuals’ sense of 
self and self in relation to others. It seems that for gay men who may come to therapy 
with body image related concerns, issues of self-esteem and problems with interpersonal 
relationships, as a result of the disgust clients may assume others feel towards their body, 
may be important issues that are also worked on in the therapy. This second point raises 
potential issues, such as trust and safety, which may arise within the context of the 
therapeutic relationship if the client feels that the therapist also hold negative attitudes 
towards the client’s body. Furthermore, this may require the therapist to reflect on his / 
her feelings not only towards the client’s physicality but also towards their own body and 
the impact this may have on the therapy.
The analysis also raised a number of factors that may be implicated in the development of 
body dissatisfaction and unhealthy eating attitudes and behaviours in gay men, that the 
counselling psychologist should be aware of, whilst remaining open to individual 
experiences. The gay scene was perceived by many participants as influential in 
disseminating the value and importance of body image. However, counselling 
psychologists should not be hasty in dissuading individuals from their involvement in 
these environments for the social isolation that may result and the healthy impact they 
may have in developing a positive gay identity. Perhaps the counselling psychologist’s 
role could be to explore ways in which these men can cope in the face of these pressures, 
and ways in which they can prevent the internalisation of such values. Further research on 
how gay men have successfully been able to do this may be warranted. For many of the 
men in the study it seemed their self-worth was intimately connected to their appearance 
and they often generalised the disgust that they felt towards their body to their whole
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being. Therefore it may be useful for the therapist to explore and negotiate the importance 
clients may have attributed towards appearance and perhaps draw attention to other 
qualities that may be important to the client’s self worth.
Perhaps most importantly any therapeutic work needs to take place within a gay 
affirmative context. As the participants indicated that internalisation of society’s negative 
attitudes towards same sex sexualities undermined their feelings about themselves and 
their bodies, interventions aimed at reducing negative self-perceptions and attitudes about 
themselves and their sexuality may indirectly alleviate body image distress. Further, 
fruitful discussions may be had about being masculine in a heterosexist society that often 
stigmatises gay men as effeminate and, as we have seen, may lead to the féminisation of 
the body. The harmful impact of homophobia, that this study suggests may still be 
prevalent, requires the implementation of preventative interventions which may take 
place at an educational, legal or social level.
This study provided important insights for counselling psychologists in the experience 
and development of body image problems with gay men. Knowledge gained through 
qualitative research tends to accumulate as a series of studies which focus on related 
issues but with different groups. Therefore future research may advance this process by 
including samples of gay men who were not represented in this study (as outlined above). 
In addition, quantitative work may be warranted to explore the significance of the insights 
that have emerged from this study to larger sample sizes.
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Appendix 2: Participant Information Sheet 
Participant Information Sheet
I am a Counselling Psychologist in training at the University of Surrey. For my doctoral 
research I am investigating the experience of body dissatisfaction in gay men. Some 
research has suggested that gay men may be particularly vulnerable to body 
dissatisfaction and eating disorders but, at present, we know little about why this might 
be. The aim of the current study is to develop a theory which explains why gay men may 
become dissatisfied with their bodies. This could be used to inform therapists working 
with such men and lead to the development of appropriate therapeutic interventions.
To take part in this research you must be a gay man, between 16-30  years old, and 
currently experiencing body dissatisfaction. You will be asked to take part in a face to 
face, informal interview about your experience of body dissatisfaction. Interviews will 
take place at the University of Surrey, or at a mutually convenient location. Interviews 
will last for about an hour, at a time that is convenient for you.
The interview will be recorded on audio tape. This will allow some of your responses to 
be reproduced in the final research report. The tapes will be kept in a secure location until 
they are transcribed by myself. The tapes will then be erased. At all stages of the 
research, your name, and names of any other people mentioned, will be changed, as will 
any other identifying material in order to protect confidentiality. You have the right to 
withdraw from the research at any point without providing a reason.
On completion of the study I would be happy to send you a copy.
If you are interested in participating in this study, please contact me by leaving a message 
with the department secretary at the university on 01483-689-176 or you can email me, 
Maxine King, at max-king@hotmail.co.uk
Kind regards 
Maxine King
Counselling Psychologist in Training
Supervised by 
Dr Martin Milton 
Department of Psychology 
School of Human Sciences 
University of Surrey, Guildford 
GU2 7XH
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Appendix 3: Consent form  
Research Consent Form
Title: the experience and development of body dissatisfaction in gay men: a grounded 
theory analysis.
A uthor: Maxine King, Counselling psychologist in training, PsychD Psychotherapeutic 
and Counselling psychology. University o f Surrey.
Supervised by: Dr Martin Milton
• I the undersigned voluntary agree to take part in the study on........
• I agree to the interview being audio taped for the purposes of transcription.
• I have read and understood the information sheet provided. I have been given a 
full explanation by the investigators of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do. I have been given the 
opportunity to ask questions and I have understood the advice and information 
given as a result.
• I agree to co-operate with the interviewer during the interviewee. I will inform the 
interviewer if f  feel distressed during the interview and the interview will be 
terminated if f  request.
• I understand that all personal data relating to participants is held in the strictest 
confidence and in accordance with the Data Protection Act (1998).
• I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
• I acknowledge that I will not receive payment for my participation in this study.
• I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Participant
Name of Participant.......................................
(BLOCK CAPITALS)
Participant’s signature........................................  Date..............................
Researcher
Name of Researcher MAXINE KING
(BLOCK CAPITALS)
Researcher’s signature.....................................  Date...............................
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Appendix 4: Background information sheet
Background Information
1. How old are you?
2. How tall are you?
3. How much do you weigh?
4. To which one of these groups do you consider you belong?
Choose one section from (a) to (e) then highlight the appropriate answer to 
indicate your cultural background.
(a) White:
British
Irish
Any other White background, please write below
(b) Mixed:
White and Black Caribbean 
White and Black African 
White and Asian
Any other Mixed background, please write below
(c) Asian or Asian British:
Indian
Pakistani
Bangladeshi
Any other Asian background, please write below
(d) Black or Black British:
Caribbean
African
Any other Black background
(e) Chinese or Other ethnic group:
Chinese
Any other, please write below
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5. What is your highest qualification?
None
GCSE(s)/ O level(s)/ CSE(s)
A level(s)
Diploma
Degree
Postgraduate degree
6. What is your current occupation (or if you are not working, what was your last
job)?
7. Which of the following descriptions best applies to you?
Asexual 
Exclusively gay
Mainly gay but with a small degree o f heterosexuality 
Mainly gay but with a substantial degree of heterosexuality 
Bisexual
Mainly heterosexual but with a substantial degree of a gay identity 
Mainly heterosexual but with a small degree of a gay identity 
Exclusively heterosexual
8. Which one of the following descriptions best applies to your current or most 
recent sexual activity.
Exclusively gay
Mainly gay but with a small degree of heterosexuality 
Mainly gay but with a substantial degree of heterosexuality 
Bisexual
Mainly heterosexual but with a substantial degree of same sex activity 
Mainly heterosexual but with a small degree of same sex activity 
Exclusively heterosexual
9. How would you describe you current gay relationship status?
No regular partner
One regular partner only
One regular partner with casual partners also
More than one regular partner
More than one regular partner with casual partners also 
Married
Married with casual partners also 
Other (please specify)
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Appendix 5: Transcript 
Rob Transcript
R: researcher I: interviewee
R. I just want to know in as much detail as possible your experience of your body.
I. Ok, well I don’t like how much that I weigh, how skinny I am and er it always pisses 
me off when people worry about or comment on how skinny you are thinking one it is a 
good thing that I am skinny when it’s really not. I don’t like it er not being able to put on 
weight no matter how much that I eat and people immediately thinking that I am 
unhealthy. And this has been forever and I just don’t know where it stemmed from really.
I think it’s just on the gay scene that it is just very body perfect and that you have to fit in 
with everybody else and I don’t think that I do. I am very skinny and unattractive and I 
don’t have the muscles and all of that and I think that that reflects on my posture as well, 
that 1 have bad posture as 1 think that you can see my skeleton. Is this the sort of stuff that 
you want?
R. Yes but 1 just want to go back, you say that in particular you feel under weight and that 
you don’t like your weight and people comment on that.
1. No just because people moan about being fat is what 1 meant, that it is a good thing 
being skinny. Fat people say that 1 wish 1 could be like you or 1 wish.. .they will see me 
eat loads - people that know me very well and they will be like ‘oh 1 wish 1 was like you,
1 wish that 1 could be like you and not put on any weight’. Whereas what 1 am trying to 
achieve is to put on weight so it pisses me off when they do that because they don’t see 
the other side of the coin that, although you get people that are very distressed about 
being over weight you get people that are very distressed with being under weight as well. 
Because you get comments that you are too skinny, you know, malnutrition or whatever. 
You get victimised for being skinny as well and people assume that that is ok to be 
skinny.
R. So you think that others perceive you as being unhealthy?
I. Yeah -  malnutrition - because I am skinny they assume that I don’t eat. They will make 
comments, like older people that I work with, older straight women, the motherly types, 
‘ohh I’ll feed you up with some rice and peas’ and things like that, and that annoys me as 
well as I eat extremely well and I don’t like being categorised as someone that has a poor 
health image.
R. And how does that make you feel?
I. It puts you down, doesn’t it? Because you are already insecure about how skinny you 
are, and someone is pointing it out aren’t they? So it’s someone constantly pointing out
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something that you already don’t like about yourself, so it makes me feel low and body 
conscious.
R. So it intensifies how you feel about yourself and it seems that it affects your mood?
I. Yeah it does. So I feel that I have quite low self esteem because of that, as well as other 
things that go on in your life. If you aren’t not happy with your body then self image... 
but maybe you can go another way and say it’s because of all the other things is why I 
feel about how I do about my body, I don’t know.
R. So actually how you feel about your body may have ramifications for how you feel 
about other parts of your self o r...
I. Vice versa, yeah. Obviously feel good and look good they say but I think it can go the 
other way as well. I think that if I did bulk up then I would probably feel happier with 
myself because if I bulked up, exercising and toning. My ideal body would be, if I ever 
had something changed, it would be er, I would have some kind of thing to put my spine 
back, because I don’t like my shoulders. My shoulders aren’t rounded but they are quite 
rounded so I would have them put back and I would have an arse stuck on and er I would 
meat up a bit and be a bit more toned and muscley. A bit like that body image that you get 
in the gay scene, which is not your muscle Mary’s type- huge muscles but yeah a nice 
toned little body instead of what I feel, very skinny and bony.
R. So you say that the body image that you desire is defined but not necessarily the 
muscle Mary side of it?
I. No which is too over the top but I would definitely go for the bigger, bigger than what I 
am now.
R. You say that you identify that with the ideal within the gay scene.
I. Yeah, the Adonis look - you know that everyone is looking for. I don’t feel that, 
because of the body that I have, I don’t feel that people find me sexually attractive. I even 
find that within my own relationship that because I don’t find myself sexually attractive 
or within that specification, I can’t believe that anyone else can so yeah.
R. So your body image has a big effect on how you feel other people perceive you. How 
does it affect other areas of you life? You say that in your relationship you find it difficult 
to believe that he finds you attractive.
I. Yeah, that did used to as when we did split up, because we had a separation, er yeah 
that was all combined with I didn’t feel that he loved me because I couldn’t see that he 
found me sexually attractive, so how an earth could he love me? So it did have an impact 
then but it doesn’t so much now because I dealt with that and I realise now that if you
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have been through all that crap then he must love me. Er, but I still don’t understand how 
he finds me attractive because I don’t find myself attractive, but then does anyone?
R. So it’s really hard for you to feel that others find you attractive as you don’t yourself?
I. Yeah, so I would immediately think that they are deranged (laughs) yeah. And in my 
relationship breakdown, a contributing factor was that I thought he could not love me, 
because I don’t love myself, I couldn’t believe that he loved me. So I felt that that was 
one big step to it and my own insecurities became involved with it and you drive someone 
away don’t you? And I believe that is what happened, definitely.
R. And how you feel about yourself in terms of body image was a huge part of that in so 
far as you drove someone away because of how you felt about your body?
I. Yeah, low self esteem, I don’t know I can’t explain it really yeah. It was definitely, 
yeah, yeah. I think that it stemmed from originally how could he find me attractive to how 
could he be in love with me if he doesn’t find me attractive.
R. And just going back to what you said earlier, in one sense lots of people comment on, 
thinking that you are malnourished, and then there is the other side of it with people being 
envious of you being underweight. So they are quite conflicting messages that you are 
getting really.
I. Which is difficult to deal with cos you’re just like on the one hand you don’t like your 
body and there’s .. .but it’s always women and never men. It’s always women that would 
like this figure and again that’s difficult because I’m not a woman, and of course you 
have had that teased from at school when you are as camp as I am. You don’t want the 
women’s figure, you want the man’s figure, because you are actually a man despite how 
effeminate I am.
R. Can you say more about that, when you were younger?
I. Yeah I used to get teased when I was younger about how camp I was and obviously you 
get the whole gay thing don’t you? And then in your head you sort of try and run away 
from that don’t you and butch up a bit when you are younger. Not now as I am very 
comfortable with how camp I am erm, but yeah I got teased about the whole gay thing 
and how girly I was and whatever. And then I transcribed that now when ladies say ‘oh I 
wish I had that figure’, I transcribe that into the whole girly thing again, do you know 
what I mean? That’s the only way that I put it in my mind erm is yeah I don’t want the 
girly figure, I prefer to have the manly figure.
R. So it sounds that when women comment on your body being an object of desire...
I. Yeah like, ‘I love your legs’ or you know things like that, that’s a women desiring a 
man’s shaped body which to me says that I must have a girly body.
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R. And how does that make you feel?
I. Displeased with my body because I don’t want a girly body. I want a man’s body 
because I fancy men and again it’s the whole, how can a man, a gay man find that 
attractive if I have a girly body because they don’t fancy girls?
R. That’s really interesting.
I. Weird though isn’t it? So yeah I think that’s the whole comments because it’s never 
from men that I want that figure. So that’s why I perceive it as a negative thing because 
it’s not a man saying that ‘oh I wish that I had your figure’ so there it’s a positive 
comment from a women and I shouldn’t be getting it. It’s like a dog saying to a cat I wish 
I had your figure. And you want to be attractive to other people, that gives you an ego 
boost, so yeah.
R. And it sounds that that puts you in a place, or resonates with when you were younger. 
Can you say a bit more about that time?
1.1 felt very suppressed because I couldn’t be myself and I was bullied as I went to an all 
boys school. And being gay in an all boys’ school for the first year until I came out and 
actually spoke up about being gay was terrible because you are trying to hide it from 
yourself and other people are noticing it. So it’s being broadcast about what you are and, 
you know, what you are. So I knew that I was gay but I wasn’t ready to come to terms 
with it yet. I felt that it was being broadcast by all these people that were shouting ‘gay’ 
and ‘girly’ and whatever so that made me feel terrible as I just wasn’t ready to handle it 
myself and yet all these people knew and I was just like, erm. So up until the point of 
where I actually accepted it myself, erm and turned round to them and said actually ‘I am’ 
and then they sort of, they didn’t shut up about it but they certainly... and I got women on 
my side as we had a joint sixth form so that made it easier as soon as women came into it. 
It was all right, being friends with the gay guy was cool because the girls were, sorry am I 
rambling?
R. Not at all. It sounds that you had your own internal process going on, something for 
you to come to terms with and before you were ready to do that it was already out there. 
Where does the body image come into that, you said that precipitated you wanted to bulk 
up?
I. Because I was girly, skinny and very camp and all the other boys were bulking up and 
becoming very manly and I just didn’t feel very manly (laughs). Again, so I just felt 
different. So what they were shouting, all girly campy stuff, at me I was very much just 
feeling bodily and mentally at the time, I didn’t like it. And now that’s in my adulthood I 
am very comfortable with who I am but just still haven’t got passed the skinny, girly 
body, well I know it’s not a girly body, but as I said cos women are always the ones that 
comment on it, obviously I clearly haven’t got a girl’s body but I am slim.
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R. And to some degree that seems to translate into feeling quite girly?
I. It does and I think that it is because only girls comment on it though, of how they 
would want it, they want it to be, not my body but they want to slim down to how slim I 
am. I don’t want an effeminate body but I don’t want as I was saying a really man’s 
man’s body. I’d like that someone where in between so I don’t get the your skinny, 
pointing fingers at me all the time.
R. It sounds something very difficult to deal with when it’s something that you are 
already not very comfortable with.
I. That’s what I’m saying when you transcribe it again to when I was a child and people 
were saying (in a raised voice) you’re gay. And I was like I haven’t decided yet or 
whatever, well I had decided but I wasn’t ready for it, you kinda go back to, although 
people aren’t bullying me, you get that same sort of feel about it. Trying to describe how 
it feels, it’s not bullying, they don’t mean to bully but it, that’s the feeling inside, similar 
feeling to when I was bullied about being gay.
R. You say that this is something that you have always felt about your body and that 
hasn’t varied particularly over the years.
I. No it hasn’t varied at all. I have always felt that I was under weight. So I actually have 
for a lot of my life been under weight. Not majorly but according to the doctors for 
height, only like half a stone or something, er, but I’m not actually under weight now. 
Well I don’t think so but according to the nurse that, when I go for my medical check ups, 
for my height I’m not under weight. I’m the bottom tier but I’m not under weight so yeah, 
but that doesn’t give you any reassurance because you still feel skinny and I don’t want to 
be skinny.
R. So even coming from the medical establishment that doesn’t give you any reassurance 
because that’s not your experience of how you feel.
I. Yeah but I say that to people, iff  ever went into depth with somebody about how I feel 
about my weight, I actually pipe up and say ‘actually no for my height I am the perfect 
weight’. Just to stop them thinking because I think that they are thinking that he is so 
unhealthy or things like that or you need to eat, I eat loads. So it pisses me off when 
people have these views and they are wrong.
R. And how about clothing or fashion...
I. Yeah again I feel that nothing fits me. You have, I find it very difficult to find clothes 
just because you have to make sure that the cut is right, baggy fitting stuff just looks 
ridiculous, like a sack of potatoes. So I can’t get away with any of that so you have to 
follow one realm of fashion which is the fitted like, very expensive clothes. If f  went into
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buy cheaper clothes then I wouldn’t find anything that fitted me. I have to always go for 
the high street name designers as they are the only thing that have my size as I’m actually 
a 29 or a 31, not UK sizes because we go up in twos in our sizes. Yet European sizes and 
I’m the mid size so nothing fits me which is annoying as I have to spend more money on 
clothes. When you go out to buy clothes as well it’s something to cheer yourself up isn’t 
it? And you’re like, well it really pisses you off when you like something but it is not in 
your size and it looks awful on you.
R. It sounds like quite a difficult experience just going shopping when something that 
should be enjoyable can turn in to a negative experience.
I. But not at the forefront of your mind, it’s not completely negative, ‘oh my God I’m 
going to cry in the changing cubicle’. It’s just annoying, just because you get annoyed 
with it ‘oh why aren’t they a bit bigger?’ or ‘why don’t I like have more of a bum so that I 
can get into that fit?’ so it becomes more of an annoyance rather than....
R. I think you have spoken quite a bit about how people have reacted to your physique. 
You say that going back to your school days, people would tease you for being skinny 
and equating that with being girly and you had comments that you were underweight. Is 
there any other feedback that you get and how frequently?
1.1 used to be called skinny a lot. Yeah, which is why I feel very skinny and I think that’s 
why I feel it’s a problem as well. I will always try and eat more but I haven’t gone to the 
excess of really over eating. Um, yeah I get called skinny a lot so that’s why I might feel 
it might be a problem because people call me skinny a lot, or they’ll say you’ve got no 
arse, or if you sit on their lap, they say boney, and things like that. So if something is 
commented on all the time, it is still going to be in the forefront of your mind of it being a 
problem. Cos everyone around you is commenting on it so they must think whether it is a 
good thing or a bad thing, do you know what I mean? I’ve never got too much in a 
conversation with someone about it.
R. So you want to be a bit more buff, a bit more toned so...
I. Yeah so I cover the bone. I don’t like this skeletal image at all. I just find it aargh.
R. And what effect does it have on how you feel about yourself or on your everyday life? 
You said in your relationship it made it difficult to feel loved. How does it affect other 
areas of your life?
I. Well iff  say ‘do I look good in this?’ to any of my friends, and they say ‘yes’, I won’t 
believe them, unless I feel good. And iff  look in the mirror and I think this fits me well 
then, do you know what I mean? So I suppose that puts up a kind of distrust between, 
with your friends -  well it did, it doesn’t now. But it did. I mean I’ve come a long way in 
the last six months but six months ago if I’d said to one of my friends ‘do I look good in 
this?’ and they said yes, I thought they were just fobbing me off with a yes, you look fine.
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So yes, it did cause problems then because you have trust issues which I had anyway, I 
think it’s because I just couldn’t, can’t believe what other people say because if my mind 
is made up about something, I can’t believe anyone else would think any different. So 
yeah, it caused problems in those areas.
I. So it put a barrier between you and your friends...
R. It’s a simple question but it still relates to the rest of what they are saying. You know 
you kind of think that they are lying to me about that, what else are they lying about?
Does my breath smell? Do you know -  stupid things like that.
R. So it pervades everything else really.
I. So it’s sort of like dominoes. The domino effect of what else are they lying about? It 
stems from insecurity. Although my body image isn’t perfect, and that’s what is it about, 
and we are talking about the past, and now my views on my body image have changed 
but they haven’t. My emotional attachment to it has very much detached but the way I 
look at it, and the way it looks, hasn’t. My opinion hasn’t changed, I still want to change 
it but I don’t have the emotional attachment I used to, if you understand me. Does that 
make sense?
R. What do you mean by emotional attachment?
I. Well like we’ve been saying how it made me feel. These are all things in the past tense. 
As I’ve said I’ve come a long way in the last six months within myself. I’m still happy 
with myself so I have kind of talked myself out of, body image doesn’t matter that much 
any more, although it kind of still does. So you’re kind of getting a mixed view so I feel 
better about it now but I still want to change it. Do you get what I mean? It’s still very 
much how you prefer it to be. Do you know what I mean? If you said to someone what 
would you like to be? What would you like to look like? Then I would say what I would 
like to look like, but it’s not getting me down like it used to. I’ve really come that far in 
six months so it doesn’t get me down that much any more.
R. You said you’ve come a long way in the last six months, what happened? What was 
going on for you?
I. Well I’ve come from - 1 felt I was very insecure six months ago, about the whole not 
believing that anyone could like me, love me, fancy me or anything, so I was very low 
within myself and didn’t like myself at all. And basically I split up from my boyfriend 
which was God-awful, and my own fault, so you had the blame issue, and I sank so low, 
had given myself alcoholic poisoning, literally, um, and thought ‘what the fuck are you 
doing to yourself?’ And why do you feel like this? I got together with my mother, talked - 
about past, just like really talked with my Mum who was really great. Just talked to her 
about me growing up and you know things like that, and I sort of went on a self journey 
and found out who I am and who I want to be and thought ‘why do I want to be that
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person when I am already a lovely person’? And I just learnt to like myself really. And as 
I’ve said if you like yourself then you can start to believe that other people like you. So 
that’s all changed. The emotional side has all changed but I am still not happy with the 
way I look but there is no emotional attachment there anymore, it’s not.
R. It sounds that how you feel about your body is so tied up with your self-esteem and 
how you feel about yourself more generally?
I. Over a journey of six months, I moved back in with her, er, and so I saw her everyday 
and really just got that maternal bond back. It just helped me having past links, not past 
links but that maternal link back which is odd, well not odd at all because it was really 
nice but just the maternal link back there, just the motherly reassurance and yeah, and 
then letting me go in my own again.
R. And that bond, what did that do for you?
I. It gave me, made me feel more secure because I had issues with my mother not loving 
me as well so I would say that I obliterated that completely because we worked through 
that and I got over that. She does love me but she is the sort of person that will never say 
that I love you to any of her children so that’s where that stemmed from. We talked all 
through that so that was the first bridge that was built. That yes my mother loves me and 
that was very much the first... that was the ground basis to working through everything 
else, was knowing that my mother does love me. So once I stopped doubting that 
everything else was sort of started to fit in. so that’s what I mean, the journey that we took 
from there.
R. It sounds that that was a really healing time for you, establishing that fundamental link 
with your mother was the basis for you accepting yourself, which feeds into how you feel 
about how you look
I. Yes very much so.
R. Say you were to achieve this body ideal, what affects do you think that would have on 
your life?
1.1 don’t know. I would just be happy with the way that I look. I feel that things, again 
clothes would fit me better. I’d feel, I don’t know really, that’s a really difficult question,
I don’t know how I would feel. I just think it would be the complete part of feeling good 
about myself, it would be the completed, totally feeling good about myself. I do feel good 
about myself emotionally and who I am. I just think that it would be the next, I would just 
be wonderful then.
R. So it would really have an impact on how you feel about yourself overall and your 
self-esteem?
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I. Self-esteem, yeah definitely.
R. And what, if at all, do you think the impact of that would have on your relationships 
around you?
I. Again you use the word if at all, because I feel that the relationships that I have around 
me now aren’t so superficial. They are very much on an emotional level so I don’t feel 
that they would change at all. They are on an emotional level and not on the superficial of 
how we look so I don’t feel that it would have any impact. I feel that it is a me thing and 
the people that I don’t know, the people that I am acquainted to. So it would be nothing to 
do with my personal relationships. It would be just be to the whole wide world, I look 
good (laughs).
R. So it would give you a bit more confidence?
I. Outside my group, yeah.
R. What, if any, behaviours do you engage in to make you feel happier with your body?
1.1 eat more, erm. I’m gonna give up smoking. I don’t do any exercise or bulk up things, 
mainly because I am too lazy to do it and because it is very expensive to eat, probably to 
bulk up as you are meant to eat chicken and God knows. I bought myself some weights so 
I will probably start using them and do some sit ups.
R. You say probably.
I. Because it’s getting up of your arse and doing something about it. I would like a quick 
fix. I’m very much a quick fix person (laughs) because I am terribly lazy. It’s just like 
ohh I have got to do this to do that so yeah that’s what I would do but I love a quick fix. I 
want someone to wave a magic wand and it would just be fabulous. I would have 
implants. I would have pec implants, chest implant as you can have those done, you can 
have stomach ones done as well. I would have butt ones done, but then you would have to 
work on your legs so you would have to get a personal trainer and bulk up and take on 
advice but, again, you would have to have money. You see with extreme makeovers don’t 
you, so you see them things and so I haven’t researched it in any way other then see these 
really ugly people on television who then after an hour look fabulous (laughs).
R. To move on to influencing factors, which is linked to what we have been talking about 
earlier, generally what factors have led you to feeling how you do about your body? You 
have already mentioned the teasing at school, the comments that you get now and the gay 
scene.
I. Yeah the gay scene is very, very bitchy, er, so there are a lot of bullies on the gay scene. 
I think that is the main reason and you have got this perfect image of everything: clothes, 
hair, everything. People nit pick about absolutely everything so that’s why I said about
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the gay scene. As the gay scene is like being in the school playground where you have got 
all your gangs and you have got to be how they want you to look. So that’s the only 
reason that I mentioned about the gay scene because it is very bitchy. Yeah it’s like a 
school playground out there so you feel bullied. It’s like going back to childhood 
sometimes cos you get bitchy nasty queens that are just like ‘where did you get your jeans 
from?’ and you tell them, and you get little whispers behind your back and the reason that 
I mention the gay scene is because it is so bitchy.
R. How do you know about the bitching?
I. Because I have done it myself (laughs) because you tittle tattle and you get in your little 
groups and... I don’t do it any more but when I was sixteen and I first started on the gay 
scene... and that’s why I liked it so much because I could then go and do to other people 
what happened to me at school in my little cool group that I was in.
R. So it gave you the opportunity to be the bully?
I. Yeah
R. And how did that make you feel?
I. Good for a while but then I realised, and then you grow up and I thought what an earth 
am I doing? Over the last six months and now I look at people like that in disgust and I 
won’t have anything to do with them anymore. I just see them as shallow people and I 
feel quite sorry for them in a way. That’s how I get away with not punching them, I just 
feel sorry for them.
R. So you see that as quite a shallow way of being now but it sounds for a while you went 
from a very disempowered situation...
I. Yeah to a very empowered situation and now I feel much more empowered because of 
the way that I view the world now. Because I have that very much, I don’t care what you 
think about me but not on the body side. I still have that yeah I am skinny, so they still 
have got that against me, but I doesn’t affect me in the way that it used to.
R. I know that you say that the scene is very bitchy, do you feel that around you then?
I. Yeah, I feel that people don’t do it as much to me now. I feel that it is always located 
onto someone else because I think that I have that no fuss attitude now. I think that when 
I am in a situation when someone one was being bitched at, for instance I was in a toilet 
the other week and they were bitching at the little toilet attendant lady and they were 
bitching at someone else, and I didn’t know them these queens, they sort of observed me 
and I nodded and they flew past me. And I suppose that I was at work as well and I have 
that empowered look about me, don’t fuck with me thing so yeah. Again that’s coming
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from the emotional side so although I’m feeling it I think that I am dealing with it on an 
emotional level, but I still want to change it, looks wise just to be that complete.
R. So there is something about you changing how you feel or how you handle that within 
yourself that has really helped you?
I. Yeah it’s not changed how I look, it’s changed the way that I look at how I look. Not a 
physical change, although I still want the physical one, it doesn’t matter as much as it 
used to.
R. This bitching, you say that you became aware of it as you did it yourself and you see 
people doing it to others. Is that how you picked up on it, or have you also experienced it 
directly yourself?
I. Yeah I have experienced it directly within the gay scene but that’s when, I think that 
they pick on the weakest. They are like a pack of wolves and now that I am not the 
weakest, I am not a weak person anymore so they pick on the weakest and I’m not the 
weakest anymore. Although when I came into it I was in my little group and then I 
stepped away from my little group and became a weaker person, and then they picked on 
me. And now I’ve come back on to the scene, as I had a long break from the scene, and 
came back a very empowered person and now they don’t pick on me.
R. The bitching, is it specifically about body image and the way that you look?
I. Yeah, it’s about anything. The way that you act, it’s literally about everything. It’s like 
a school playground. It’s about how you are acting, how you are dressed. They pick on 
everything, it’s like a playground.
R. So not only do you see that happening but you have experienced that yourself, and 
what impact did it have on you coming away from the gay scene?
I. You still feel that people are doing it but that it’s not in the open. So you still think that 
people have that mentality within normal day to day life. So I’m consciously always 
thinking that people are looking and judging me. I’m constantly aware of that and some 
days I have days that I really don’t care, this is where the emotional aspect comes into it, 
or emotionally I am sound but I still don’t like the way that I look. I have good days and 
bad days where some days I can’t cope with it and other days I’ll be out there and I don’t 
give a shit.
R. So how you feel emotionally changes how you deal with other people looking at you?
I. Yeah it’s how I deal with that. I’m always thinking that people are looking at me but 
it’s either I let it get to me or I don’t. I see it on the gay scene, it’s visible but you think 
it’s going in everyday life. So like walking into a shop you think ohh they will talk about
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me when I am gone, whereas on the gay scene they just do it right in front of you 
(laughs). So maybe it’s not going on and you just think it.
R. Are there any other factors that may have influenced how you feel about your body?
I. Erm. I think that we have pretty much covered everything (pause). Other than going 
into other bad relationships that I have had where they have commented on it, er, but I did 
have a boyfriend that wasn’t very nice to me. It was a very abusive relationship and I 
don’t know how far you want to link it in, because I think it’s very linked. How I feel 
about my body is very much linked in with how insecure I felt about just general. I think 
that that might be going too far into another subject for you as you want to base this on 
body image rather than insecurity.
R. It sounds that it might be important.
1.1 think that the other two areas that could have made me like this are my father, I mean 
because we have discussed my mother and not feeling loved by my mother and my father 
just not ever having a relationship with him, and him bullying me because I was gay. And 
then also the other was an abusive relationship that I was in at the time where he just 
called me ugly all the time and skinny and I had two emotional things going on at the 
same time.
R. To start with can you say more about your father?
I. Just to give you a back ground about him, he is an alcoholic, split up with my mother 
when I was six, we still spent every Sunday with him but we spent it in a pub. And then 
he got married to my step-mother and there was her two children who always got 
Christmas presents yet we didn’t, yet they were married, they were married and yet we 
were ignored. So I think that all three of us felt very neglected and were very neglected by 
my father and yet he was.. .When I was growing up and he became more interested in my 
views and my mum married my step dad and he would make up stories and bad mouthing 
my step-dad and then just generally putting me down calling me a ‘big girls blouse’ and 
forcing me to join the scouts to butch me up and just things like that. That’s just a bit o f a 
background. I don’t actually want to delve too much into that because I have very 
negative feelings about my father which I have dealt with because basically I hate him 
and I don’t want anything to do with him. I want to keep him emotionally shut out not 
that it upsets me talking about him it just makes me angry. So I would rather not have that 
negativity in my life any more.
R. It sounds your relationship with your father had a big impact on your self and also 
something about you being gay and wanting to butch you up.
I. Again that is linking it in to the effeminate thing so you have got that from your role 
model, or your supposed role model. You are supposed to have as your role model is your 
father isn’t it? You have got your supposed role model telling you that you are wrong.
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like bodily, well not bodily, well yeah bodily because he wanted me to bulk up as well 
and he was like ‘oh you’re skinny’ and ‘girly’ and whatever. So you have got that 
stemming from childhood. Then you follow that into an abusive relationship which is at a 
very young age, er, who just told you you were skinny and ugly and it just followed 
through from there. And again that was just awful because on the one side I had a very 
religious mother that I just thought would never accept that I was gay, and on the other 
side I thought that my father would kill me for being gay. I have never told him that I am 
gay and he never used the word gay, it was always ‘big girls blouse’ or ‘girly’. Although 
because I knew that I was gay it was because of that he never actually said it, er, and I 
have never sat my father down and told him, never once said as I never had the respect 
enough to sit down and tell him. And now he thinks that it is the most wonderfiil thing in 
the world and I push him away at every opportunity. If he rings at Christmas, I’m like 
yeah I’m not bothered cos he made me feel like that all of my life, and I want to punish 
him now, and I punish him by not having anything to do with him now that he wants it.
It’s too late and I always said that if he died I wouldn’t go to his funeral and I don’t think 
that I would. I have detached myself and I refuse to be upset over that man anymore. But 
that was just the whole coming out thing and I have always said that coming out is 
extremely traumatic for any gay man. It’s the most traumatic thing. I don’t think that 
anyone has had a good experience of it.
R. So how did that relationship impact on you and how you felt about yourself, your gay 
identity?
I. Well I just thought that it was wrong. Again if society says that you are meant to be one 
way and you’re feeling completely the other way you immediately think that this is 
wrong, which gives you some kind of conflicting thing in your head which is why I’m 
saying that it is so traumatic. So it’s like you have got this driving force with everyone 
around you saying that you should be this way and you should lead your life this way and 
being gay is completely wrong but I can’t help it. I am what I am so you do struggle with 
that internally because you think that your whole life is gonna fall apart because of what 
you are. Again that’s why it’s so difficult when all the boys at school are like ‘you’re gay’ 
and it’s just like no I’m trying to hide this cos I’m not meant to be like this so please don’t 
shout out.
R. So it sounds that having to deal with other people’s reactions to your sexuality has had 
a big impact on your self esteem and then how you feel about your body. So it’s all very 
much tied up together.
1.1 would definitely agree with that. Which is why I was saying it’s quite difficult to 
discern how I feel about my body as I have dealt with the emotional side of it now but I 
still don’t like the way that I look, does it make more sense now? That I have dealt with 
the whole emotional side of it now and accepted it but you still don’t like it because you 
don’t like that way that you look (laughs).
R. So how do you feel about your gay identity now?
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1.1 love it and I wouldn’t change it. If the magic wand came out and said would you like 
to be straight I would be like ‘no, no way’. It’s who I am and I am so happy with who I 
am that yeah I love it. Sexuality I think is very much a part of personality. I think that 
everything derives from sexuality which is why when you are growing up from puberty, I 
am digressing now. So I think that through puberty you don’t know who you are and then 
you find out who you are and I didn’t like who I was because everyone as telling me that 
I shouldn’t like who I was because I was gay and shouldn’t be gay. And then you end up 
hating yourself because you’re not the norm as it were and now I have come to terms with 
it and I like it. You get conflicting feelings inside, now it is emotional against body image 
and it’s a conflicting thing. The two did go together and now they have separated and it’s 
very hard to distinguish the feelings between the two.
R. Between...
I. Emotionally not liking yourself and now not liking, well two things if we are going to 
break it up into categories then just to get it straight in my own head. We are saying 
myself and my body, the two things went together-1 didn’t like myself and I didn’t like 
my body so you intertwine the two. Now that I like myself but I still don’t like my body 
but it’s very hard to distinguish between the two still which is why I get a very conflicting 
image of... That’s why I get those empowered days where I go out and think fabulous, I 
don’t care about my body and then I get my low days where I am just not feeling strong 
and then it does get to me about my weight. When you have a low day and it just pisses 
you off, then you look at yourself in the mirror and think I look shit. There was a point 
where it was just horrible and, almost suicidal to the point of oh I can’t be this way and to 
the point that I was going out and trying to get a girlfriend and that was impossible 
because I’m so girly (laughs) trying to convince these girls, knowing that it’s not what I 
wanted. So it was like an internal fight against what you are and conforming to what other 
people think that you should be. I felt disgusted by myself, like no I thought that I could 
change. Remembering back to how I felt I thought that no I am going to get married, deny 
it, put it all to the back, like giving up smoking, I thought that it would get easier cos it 
was that or I commit suicide. Cos telling my parents was not an option at that time, it was 
just not an option and they say that everything happens for a reason because those boys 
bullying me actually forced it out so yeah, that just forced it out which made it terribly 
hard but it made me face it myself, made me face my own demons.
R. You talked a bit about how your consciousness of yourself around other people. How 
do you find that being a gay man in a wider heterosexual society in terms of body image 
or your appearance?
I. That’s an interesting question because having now changed, the image of the gay man 
is a very fashionable, well turned out do you now what I mean? That’s what you see on 
the television it’s like Queer Eye fo r  a Straight Guy, we are meant to be fashion icons and 
things like that. So that comes into the body image that you have got to dress right, you 
have got to look right and your hair has got to be perfect and things like that, so that’s a
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very interesting question because that’s how I perceive it. The lighter side of it as a gay 
man, I feel that I must look right (laughs) because of all these television programmes or I 
have got to know everything about hair and fashion and all of my girly friends to ring me 
up and say ‘oh he’s gay ask him’. So that’s a bit of a funny side to it.
R. But a very real side to it.
I. A very real side to it because it makes you go back to the negativity but that’s the way 
that I look at it now, that it’s a positive thing. As a gay man in a straight world you have 
got to be like these Graham Norton’s and things and we have got to be extremely funny.
So it’s like this front that you have to put on, it’s like make them laugh or they won’t like 
you because you are gay. So yeah that was an interesting question.
R. You say that there are these figures on the telly that the straight world expect you to 
conform to...
I. Is there one on the gay scene?
R. Yes
I. God yes. There are many types that would be acceptable that wouldn’t be bitched at. 
You have got your, it’s like different types of fashion, like everyone one is wearing the 
Ozzy Bum underwear, you have got to wear that under wear just over the top of your 
jeans and things like that. Everything has got to fit you nice and it’s got to be Prada and 
Gucci and things like that and then you won’t be bitched at. You have got to have a nice 
tan and like really nice teeth. You know what I mean? There is this image and I don’t 
think that it conforms to a certain look, like everyone has got to look the same but it 
certainly falls within categories.
R. And how about the body image?
1.1 think it is what I want, you can go over the top, the muscle Mary’s are too much. You 
see it on all the flyers, they are all toned and I think that is the body image that they are all 
going for. The idealistic, it’s on all the flyers in the clubs, all the pictures that they will 
take for the gay magazines will always be these buff men, never the skinny. Unless they 
go to the clubs and just take picture of the smiley faces but you will never get the body, 
just the faces so I think that it does stem across the whole scene.
R. And that’s something that is put out there by the gay media then?
I. Yep, by the gay media but then it’s run by gay people but then I don’t know you might 
get that from the straight scene as well but I don’t particularly ever see it on the television 
of this idealistic toned body, it’s always fat men (laughs). Well it is. And the promoters 
do the promotional side as well as they put that body image on their flyer.
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R. Where does that come from?
I. God only knows, but I think again that’s because what gay men fancy. So we come 
back to that again. That’s what people find attractive. It is cute (laughs). Simply to say it 
is, that’s where it comes from because it is cute. I think that it is generally, I think that’s 
the very down the middle type. You can’t go far wrong with that not too big and not too 
small. Just really nice and toned. It’s all about sex appeal, it is. It’s like a peacock 
flaunting its feathers. To be 100% happy with myself I would like to look like that. And 
that’s where I think that split is for me now, emotionally fabulous, sexually attractive no.
R. What, if at all, any input from professionals do you think could be of help?
1.1 would go to a dietician to bulk up, I wouldn’t go to a therapist to work through the 
problem. So that’s interesting. I don’t see it as a problem that I need to deal with 
mentally. I see it as a problem physically. I don’t feel that I can work through it because 
it’s something in my head, I see it as something that I have to make myself look like. So I 
would go to a dietician or a surgeon than go to someone and say oh I look like this and I 
think that I have a problem as I don’t think that I have a problem. You can’t change the 
way that you think.
R. You can’t change the way that you think?
I. No, or maybe you can because I have never thought of that side, so maybe it is worth 
exploring that side. Saying that, that you can’t change the way that you think, I am open 
to change so maybe.
R. And you say that when you went through your emotional journey, accepting yourself 
was an important part in that.
I. So do I not think that I can do that same?
R. Or at that point, do you think that a counselling psychologist could have been of help?
I. Yeah maybe and maybe even now, but I’m not that distressed about it now that I would 
go and seek that kind of help. So it’s not affecting me that much emotionally now, it’s 
more of a niggly thing now to make me complete.
Time line introduced.
R. I just wanted to use this time line to clarify the factors that have influenced how you 
have felt about your body from birth to your age now. You said that the teasing started 
early on, when was that?
I. The teasing was from about 14 years of age, no actually younger, about 12 to about 16 
was the teasing. The boyfriend was within this. He was from about 14 to about 17. My
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father stemming from about 8 to 16 and then gay scene from 14 to 20 and the gay scene 
on longer has an affect on me.
R. Anything else?
I. Well we had the mother’s love, I suppose that it had it’s contributing factors but I never 
got that from my mother until about six months ago and that has been the whole way 
through until twenty-five. We’ll put mother’s love and that has been a side line thing but 
it has been an emotional attachment. I think that’s about it.
R. Before ending the interview, is there anything that you want to say that we haven’t 
covered that you feel maybe important?
1.1 think that we have covered everything.
R. How was it about talking to me?
I. It has opened my mind up to... that was very interesting about seeking professional 
help about it. It’s not something that I have ever thought about so that was interesting and 
yeah. It has made me think more about it, about seeking professional help because it may 
be that everyone thinks that my body is fine and that it’s just with me, so maybe I don’t 
need this body perfect thing, maybe I don’t need to be perfect (laughs). Maybe there is 
more work to be done on the emotional level.
R. Thank you for your time.
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Appendix 6: Interview schedule 
Interview Schedule
The experience of body dissatisfaction in gay men: a grounded theory analysis. 
Introduction
• Introduction of the researcher and the nature and aims of the research project.
“ Thank you fo r  being here today and agreeing to take part in this interview. My name is 
Maxine King and I ’m currently doing some research as part o f  my practitioner Doctorate 
in Psychotherapeutic and Counselling Psychology at the University o f  Surrey. I  would 
like to use this time to talk to you about your experience o f  body dissatisfaction. ”
•  Discuss confidentiality.
“Confidentiality o f  audio tapes will be assured andfollowing transcription any audio 
tapes will be destroyed. During transcription names will be changed to pseudonyms and 
any identifying material will be omitted to ensure anonymity. Finally, all parts o f  
recording being transcribed are fo r  the purpose o f  this research only. ”
•  Explain right to withdraw without explanation and their right to not answer questions if 
they do not wish to.
• Give consent form
• Address any questions interviewee may have at this point
• Give background information sheet
• Switch on audio tape recorder
Thank you for filling that in. The interview will be unstructured which means I will 
follow your lead as to what you think is important for us to talk about in terms of your 
body dissatisfaction and how you feel that may have developed. Before we start, do you 
have any questions?
Experience o f body dissatisfaction
• People tend to experience body dissatisfaction in their own unique way. I would like 
to hear about your experience of it and your feelings about it in your own words. Can 
you tell me about that starting wherever you want and talking about whatever you 
think may be relevant? (Elicit information on how interviewee feels about their body, 
including what they like and dislike).
o How does that make you feel? 
o What makes you say that? 
o Can you say more about that? 
o How long have you felt like this? 
o Is this how you have always felt about your body? 
o In what situations do you feel most satisfied / dissatisfied with your body? 
o What factors or situations make you more conscious / less conscious of 
your body?
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•  Does clothing and / or fashion have a bearing on how you feel about your body?
• How do you find going shopping and choosing clothes?
• How do you think other people perceive your body?
o What makes you say that? 
o How does that make you feel? 
o What effect does that have on you?
• How have people reacted to your physique?
• What has the feedback been from others about your body?
o How did that make you feel? 
o What effect did that have on you?
Body Ideal
• Can you tell me what you would like your body to look like?
o Why is that? 
o What makes you say that? 
o How would that make you feel?
o What effects might that have on you? (Elicit information on changes in 
self-identity, self-esteem, life-style and relationships.)
• What, if any, role does another persons body influence your perception of them?
o Your interaction with them? 
o Your sexual attraction to them?
Effects o f body dissatisfaction
• Can you tell me something about how your body dissatisfaction has affected different 
aspects of your life? (Elicit information on how, if at all, the experience of body 
dissatisfaction affects relationships, emotional well-being and work.)
o What makes you say that? 
o Why do you think that is? 
o In what ways?
• What, if any, behaviours do you engage in to make you feel happier about your body?
o How does that make you feel? 
o What are the effects of that?
Influencing factors
• Can you tell me in as much depth as possible how you feel your body dissatisfaction 
came about?
o What makes you say that? 
o Why do you think that is? 
o How do you think that came about? 
o Can you say more about that? 
o Why do you think that is? 
o How did that make you feel?
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• Can you tell me in what ways, if at all, your gay identity may have influenced how 
you feel about your body?
• In what ways, if at all, does the gay scene impact on or influence how you feel about 
your body?
If appropriate and interviewee talks about the trend in the gay scene ask:
• What, if any, messages does the gay scene give off about body image?
o Where do these messages come from? 
o What is that about? 
o Why is that?
o Where does this emphasis / trend come from?
o By what processes does this trend affect how you feel about your body? 
o What makes you buy into that trend? 
o What enables you to resist that trend? 
o What are the consequences of not buying into that trend?
• Has the broader social context influenced how you feel about your body?
• Does the gay scene give off different messages about body image to the broader social 
context?
o What’s the difference? 
o How do you manage that? 
o What effects does that have on you?
o What effects does that have on how you feel about your body?
• How, if at all, does being a gay man in a heterosexist society influence how you feel 
about yourself or your body image?
• What changes do you think would have to take place for you to feel happier with your 
body?
o Why is that?
o How would that make you feel happier?
(Give all the participants the time line)
This is a time line. It is meant to represent you life, past and present.
• Using the time line as a guide, can you tell me when you first became aware that you
were dissatisfied with your body?
• Can you tell me something about what was going on at that time that might have 
influenced the development of your body dissatisfaction?
• Again using the time line as a guide, at what points, if at all, throughout your life have 
your feelings about your body changed, either for better or worse? (If the interviewee 
does not feel that his body dissatisfaction has changed over time prompt further by 
asking “I wonder why that is?” and “can you identify any factors that have prevented 
you from feeling differently about your body?”)
• Can you tell me anything about what was happening in your life at them times that 
you think might have had an influence on how you felt / feel about your body?
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Role o f Professionals
• What, if any, input from professionals do you think might be helpful to you?
o What makes you say that? 
o Can you say more about that? 
o How would that be helpful for you?
• How, if at all, do you think Counselling Psychologists could be of help?
Ending the interview
• Before we come to an end, is there anything on this subject that you would like to talk 
about that we haven’t covered?
• I would just like you to reflect on the interview for a moment. How has it felt?
• How are you feeling now?
• How did you find the questions? Were they relevant to you or are there other 
questions that you would like to have been asked?
Thank the interview for taking part and explain how a copy of the research report can be 
obtained.
General Prompts
Can you tell me more about that?
What makes you say that?
How do/did you feel about that?
How/why do you think that happened?
What effect did/does that have?
How do you think that shaped/effected the way you feel about your body?
Why do you think you felt like that?
How did that make you feel?
Do you still feel that way?
What is/was the reason for that?
Can you give me an example of that?
Are there any other factors?
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Appendix 7: Personal Reflections
When I first embarked on this project and the interview process I wondered how I would 
be perceived by participants as a heterosexual female researching body image in gay men, 
I thought about whether I was in a position to ‘represent the other’ in this sense and how 
comfortable participants would feel talking to me. These questions were brought to the 
fore when I had a reply to one of my adverts that made a quipping remark about what he 
saw as a tendency for heterosexual females to carry out research on gay men. This led me 
to ponder further over whether I was reinforcing a pathological discourse around this sub­
group of men. However, I was motivated by the absence of literature around this subject 
and participants reported difficulties in accessing information or services that were 
centred on the experience of the male rather than women with body image problems and 
eating disorders.
In terms of how participants felt talking to me as a heterosexual female, they seemed to 
approach the interview assuming that I had little knowledge around the issues that they 
faced and therefore went to lengths to explain the detail of their experiences which helped 
the richness of the data. It also seemed that many participants had been the recipient of 
verbal attacks from both heterosexual and gay men and I felt that my comparatively 
neutral stance allowed participants to speak relatively freely about their experiences.
Another challenge that emerged was in relation to the telephone interviewing with two of 
the participants. During these I realised how much I relied on body language to aid and 
inform the interview process and how difficult it was without it. This also highlighted 
how my own biases and assumptions informed the way in which I interpreted 
participants’ experiences. For example, I found it extremely difficult not having a visual 
representation of what participants looked like to contextualise for me their body 
dissatisfaction and how ‘irrational’ I thought their dissatisfaction was. This helped me in 
raising my awareness of the ways in which I was looking at participants’ experiences.
Throughout the interviews I had to constantly consider and monitor how leading I was in 
my line of questioning. I was aware that the interview was shaped by what I chose to pick
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up and probe further from participants’ narrative and how this was at times informed by 
prior research that I had read. I had to work to bracket some of this prior knowledge and 
aim to give equal attention to what participants brought. Yet I have no doubt that the 
interpretations of participants’ accounts were influenced by my own interpretive 
framework and felt thankful that the chosen analytic method allowed me to name this.
When conducting the analysis of the interviews and choosing which themes to include I 
was constantly aware that participants would be reading the report. I was humbled by 
some participants’ bravery in discussing very personal and intimate feelings and 
experiences and I did not want them to feel that discussion of these experiences had been 
in vain. Therefore, I often felt that I wanted to fully represent each participant’s individual 
experience. I felt split between who I was writing the report for: for participants to show 
how valuable their participation had been or for my needs to attain the aims of the study, 
follow the chosen analytic method and meet the requirements of those marking my work. 
For example, one participant who had to consider at length whether he was able to 
participate, and he eventually made the decision to do so as he wanted to help those 
facing similar concerns. He talked about the development of his eating disorder at eleven 
years old originating from a horrific history of sexual abuse at the hands of his stepfather 
from the ages of six to twenty years old. I found myself quite overwhelmed by the 
sadness of his story and bravery in talking with me. In light of this, I desperately felt that 
my analysis should reflect his experience but the lack of commonality between transcripts 
and due to word constraints I was unable to incorporate this as a theme. My frustration 
over word limits and wish to represent all participants thoroughly was an ongoing 
difficulty but I came to the decision that I would have to accept these constraints and keep 
in mind the purpose of the study. Whilst the knowledge that participants would eventually 
read my report was an ongoing concern, which niggled away at me throughout my report 
writing, I feel that this ultimately helped the writing of the report by keeping their 
subjective experiences and opinions (as I saw it) in the fore front of my mind.
I often found myself at times slipping into a role more aligned to that of a therapist than 
researcher. Whilst I acknowledge that the researcher often employs skills similar to that
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of the therapist, I became aware that if I was not vigilant I may not meet the aims of the 
interview and address the questions that I had. This was most notable with the 
participants who seemed to have the most severe difficulties. During these interviews I 
had to keep myself in check and monitor my reactions. This may also be related to feeling 
at times that I was using participants to meet my own ends i.e. my research project. This 
lead to much reflection and contemplation (and several sessions with my therapist!) over 
the ethical dilemma this brought up for me. To address this, I tried to convey to 
participants at the end of the interview that not only did I appreciate their participation for 
my research purposes, but I explained how valuable it was for me at a more personal 
level.
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Appendix 8: Notes to contributors
Journal of Health Psychology
An Interdisciplinary, In ternational Journal
Editor: David F Marks City University, London, UK
Manuscript Subm ission Guideiines:
N otes for Contributors
1. The Editorial Board of the Journal o f Health Psychology considers for publication: (a) reports of 
empirical studies likely to further our understanding of health psychology; (b) critical reviews of the 
literature; (c) theoretical contributions and commentaries; (d) book reviews; and (e) signed 
editorials (about 1000 words) on significant issues.
2. The circulation of the Journal is worldwide and articles are invited from authors throughout the 
world.
3. Articles should be as short as is consistent with clear presentation of subject m atter. There is no 
absolute limit on length but 6000 words, Including footnotes and references, is a useful maximum. 
The title should indicate exactly, but as briefly as possible, the subject of the article. An abstract of 
100 words should precede the main text, accompanied by up to five key words and a bio- 
bibliographical note of 25 to 50 words. The Journal also publishes brief reports of up to 3000 words. 
Brief Reports should include an abstract of 100 words, and may include a table or figure in lieu of 
500 words of the 3000-word maximum. All papers are reviewed 'blind' by expert peers.
4. Authors should provide a standard and a 'blind' electronic version of their article - one version 
containing nam es, affiliations, full mailing address plus telephone, fax, email address; and one 
containing the title only. In all cases, the Editor will screen manuscripts for their overall fit with the 
scope of the journal in term s of relevance, rigour, and interest to the readership. Those th a t fit will 
be further reviewed by two or more independent, expert and internationally representative 
reviewers.
5. The Journal requires authors to have obtained ethical approval from the appropriate local, 
regional or national review boards or committees. Of particular Importance are the treatm ent of 
participants with dignity and respect, and the obtaining of fully Informed consent. The methods 
section of the paper m ust contain reference to the forum used to obtain ethical approval.
6. Authors m ust follow the Guidelines to Reduce Bias in Language of the Publication Manual of the 
American Psychological Association (5th ed). These guidelines relate to level of specificity, labels, 
participation, gender, sexual orientation, racial and ethnic identity, disabilities and age. Authors 
should also be sensitive to issues of social class, religion and culture.
7. All articles m ust be submitted for publication by electronic mail. Typescripts m ust be typed in 
double spacing throughout. Tities and section headings should be clear and brief with a maximum of 
three orders of heading. Lengthy quotations (exceeding 40 words) should be displayed, indented, in 
the text. American or UK spelling may be used, to the author's preference. Indicate italic type by 
underlining, and use single quotation marks. Dates should be in the form 9 May 1994. Take out 
points in USA and other such abbreviations.
8. Tables and figures should have short, descriptive titles. All footnotes to tables and their source(s) 
should be typed below the tables. Column headings should clearly define the data presented. 
Camera-ready artwork for all figures must be supplied. Artwork intended for sam e-size use should 
be a maximum size of 192:125 mm (page depth: page width). The title page should contain the 
word count of the manuscript (including all references).
9. References cited in the text should be listed aiphabetically and presented in full using the style of 
the Publication Manual of the American Psychological Association (5th ed).
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10. Authors should retain a copy of the typescript, and send an electronic copy of the original 
typescript and one blind copy, clearly labeled in doc or PDF format to d.m arks@ city.ac.uk. There is 
no need to send hard copies through the post. All figures and tables should be clearly labeled. For 
further details please contact: David F. Marks, Department of Psychology, City University, 
Northampton Square, London, UK EClV OHB.
11. The corresponding author will receive page proofs for checking. He or she will be given 
controlled access to a PDF of the article and a complimentary copy (per author) of the  whole issue 
after publication.
13. Copyright: On acceptance of their article for publication authors will be requested to assign 
copyright to Sage Publications, subject to retaining their right to reuse the material in other 
publications written or edited by them selves and due to be published preferably a t least one year 
after initial publication in the journal. Authors are responsible for obtaining permission from 
copyright holders for reproducing any illustrations, tables, figures or lengthy quotations previously 
published elsewhere.
14. Reviews: books and suggestions should be sent to Michael Murray (Book Reviews Associate 
Editor), School of Psychology, Keele University, Staffordshire ST5 5BG, UK, 
m.murray@ psy.keele.ac.uk
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Understanding Body Dissatisfaction and the Drive for 
Muscularity in Gay Men
Abstract
The present study sought to investigate body image concerns and drive for muscularity in 
gay men. For this cross sectional study, 477 gay men completed a web-based survey. 
Relationships between experiences of anti-gay victimisation, acculturation to the gay 
scene, self-esteem, internalised homophobia, the internalisation of socially presented 
views regarding the importance of attractiveness, body dissatisfaction and drive for 
muscularity were explored using mediation and moderation procedures. The mediation 
and moderation hypotheses were not supported. Internalisation of the importance of 
attractiveness, self-esteem and internalised homophobia were found to be related to body 
dissatisfaction and drive for muscularity. The implications for counselling psychologists 
are discussed.
Key words: body dissatisfaction; drive for muscularity; gay men; anti-gay victimisation.
186
Research Dossier
Introduction
An important area that has emerged from some preliminary research looking at men with 
disordered eating and body image concerns is that of sexuality. It seems that gay and 
bisexual men appear to be over represented in samples of men meeting the clinical criteria 
for an eating disorder. Whilst the exact numbers may be somewhat unreliable research 
suggests that up to 53% of men meeting the clinical criteria for an eating disorder, 
identify themselves as gay or bisexual (Carlat, Camargo, & Herzog, 1997; Herzog, 
Newman, & Warshaw, 1991; Mangweth et al., 1997; Olivardia, Pope, Mangweth & 
Hudson, 1995). Similarly, previous research shows that gay men in general (non-eating 
disordered populations) display higher levels of eating disordered attitudes and 
behaviours when compared to heterosexual men (French, Story, Ramafafedi, Resnick & 
Blum, 1996; Russel & Keel, 2001; Siever, 1994; Williamson & Hartley, 1998; Yager, 
Kurtzman, Landsverk, & Wiesmeier, 1988; Yelland & Tiggemann, 2003). Perhaps the 
most consistent finding in the literature is that gay men displayed higher levels of body 
image disturbance and body dissatisfaction when compared to heterosexual men in 
American, Australian and British samples (Beren, Hayden, Wilfley & Grilo, 1996; French 
et al., 1996; Morrison, Morrison & Sager, 2004; Williamson & Hartley, 1998). Some 
studies have even indicated that gay men are equally (Levesque & Vichesky, 2006;
Siever, 1994) or more dissatisfied than heterosexual women (Yelland & Tiggemann,
2003).
The finding that gay men are a population at particular risk to the development of body 
image concerns is an important area of clinical concern due to the distress it may cause 
for the individual. In addition, weight and shape concerns are also considered to be key 
processes involved in the development of disordered eating such as anorexia and bulimia 
nervosa. Indeed, most features of anorexia and bulimia nervosa such as the strategies 
adopted to manage weight, which may include periods of starvation or binging and 
purging, are considered secondary to the individual’s extreme concerns about shape and 
weight (Fairbum & Cooper, 2003).
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Currently there is much confusion in the literature as to what it is about their bodies that 
gay men are dissatisfied with. Unlike the apparent unidirectional drive among women to 
be thinner in western society, the nature of body dissatisfaction in gay men appears to be 
more complex. As a result of the findings that gay men appear to exhibit more eating 
disordered symptomatology than straight men, the assumption has been that gay men 
exhibit a strong desire for thinness. However, this seems largely because they ignored 
another important part of masculinity: the desire for muscularity. More recent research 
suggests that whilst some gay men may desire to have a thin physique, many gay men 
desire to be lean and muscular (Duggan & McCreary, 2004; King, 2006; Levesque & 
Vichesky, 2006; Yelland & Tiggerman, 2003). Gay men may strive, therefore, to manage 
the opposing tension of a drive for muscularity and a drive for thinness in their quest to 
achieve their ideal physique. Despite this, much of the research ignores this aspect of gay 
men’s dissatisfaction and continues to focus on weight restraint and binging and purging 
behaviours.
The above findings clearly show that issues around body image and eating disordered 
attitudes and behaviours are areas of concern for many gay men. Whilst much of the 
extant literature has focused on the epidemiology of eating disordered symptomatology in 
gay men, it is only recently that researchers have begun to try and understand what factors 
may contribute to the development of these problems. Such an understanding is necessary 
for the development of effective therapeutic interventions aimed at helping these men and 
the implementation of preventative measures.
Qualitative research by King (2006) revealed a number of salient factors that gay men 
identified as being key to the development of their body dissatisfaction and weight and 
shape changing behaviours. One of the main themes to emerge was the emphasis and 
importance placed on looks and body image within the commercial gay scene which 
resulted in participants feeling pressurised to conform to these expectations. This theory 
has been documented elsewhere in the literature (Atkins, 1998; Williamson & Hartley, 
1998) but empirical research has shown inconsistent findings. For example Beren,
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Hayden, Wilfely and Grilo (1995) found a significant relationship between affiliation 
with the gay community and body dissatisfaction. On the other hand, Williamson and 
Spence (2001) found non significant relationship between participation in the gay scene 
and eating disorder symptomatology. This inconstancy could be the result of the different 
outcomes being assessed. Furthermore, if the gay ideal is lean and muscular, it may be 
that assessment for eating disordered attitudes and behaviours is not sensitive to the 
pressures that gay men face.
Other avenues of research have found that gay men believe their physical attractiveness to 
be more important to others than heterosexual men (Yelland & Tiggemann, 2003). It also 
seems that such beliefs are not unfounded as, in a similar way to heterosexual men, gay 
men seem to be more concerned with the physical appearance of their partners (Siever, 
1994). In addition, gay men not only report more peer pressure in relation to the 
importance of attractiveness but are also more affected by it when compared to 
heterosexual men (Hospers & Jansen, 2005). This provides further support for the 
pressure within mainstream gay culture on men to invest in their appearance.
Williamson (1999) makes the important point that such theorising has the potential to 
present gay men as powerless, passive consumers and to ‘blame the victim’ rather than 
exploring other important socio-political issues related to the development of body image 
and eating disturbance. This then raises the important question of what leads some men, 
and not others, to acquiesce to these pressures?
It seems likely that those who internalise these socially presented views regarding the 
importance of attractiveness, will be more vulnerable to both body dissatisfaction and 
engagement in weight shape and changing behaviours in order to achieve the ideal 
physique. Indeed, Williamson and Spence (2001) found a significant relationship between 
gay men’s internalisation of the importance of attractiveness and eating disorder 
symptomatology. However, this still does not adequately address the factors that may lead 
some rather than others to internalise such values.
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Many of the men in King’s study (2006) spoke about histories that were pervaded by 
experiences of abuse, both verbal and emotional, and discrimination largely in relation to 
their sexuality. Unsurprisingly these men reported to feeling marginalised by society at 
large and isolated. They turned to the commercial gay scene in the hope of finding a 
social network where they could feel accepted by others, gain a sense of kinship and feel 
safe from further anti-gay attacks. Yet they found acceptance by the gay scene contingent 
upon meeting certain expectations regarding looks and the attainment of a lean and 
muscular physique. This often led to a deep hatred of their bodies and engagement in 
extreme weight and shape changing behaviours in order to conform to these expectations. 
It seemed, therefore, that men who had extreme experiences of rejection by others, largely 
in relation to their sexuality, more readily conformed to the norms and expectations 
emanating from the gay scene in an effort to ‘fit in’. It is therefore proposed that a history 
of anti-gay victimisation may moderate the relationship between acculturation to the gay 
scene and internalisation of the importance o f attractiveness and body image. It is also 
proposed that internalisation of the importance of attractiveness will mediate a 
relationship between acculturation to the gay scene and both body dissatisfaction and 
drive for muscularity.
The only study to date that has considered experiences of victimisation in relation to gay 
men’s sexuality found a significant relationship between a history of anti-gay attacks and 
body dissatisfaction (Kimmel & Mahalik, 2005). The authors of this study, however, 
hypothesised that body dissatisfaction was the result of a desire for a more muscular 
figure as a defence against the possibility of future attacks. They did not consider how a 
history of anti-gay victimisation may influence an individual’s readiness to internalise the 
importance of body image on the gay scene.
Previous research has also identified internalised homophobia (Kimmel & Mahalik; 2005; 
Railly & Rudd, 2006; Russell & Keel, 2001), which is the degree to which gay men 
internalise the anti-gay sentiments of the dominant heterosexist society, and low self­
esteem (Williamson & Hartley, 1998; Williamson & Spence, 2001; Russell & Keel, 2001;
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Yelland & Tiggemann, 2003) as key features that are associated with weight and shape 
changing behaviours and body concern in gay men. Research by King (2006) suggests 
that a history of anti- gay victimisation leads to both low self-esteem and greater 
internalised homophobia which, in turn, leads to body dissatisfaction and weight and 
shape changing behaviours. Therefore, it is further proposed that self-esteem and 
internalised homophobia will mediate a relationship between a history of anti-gay 
victimisation and both body dissatisfaction and drive for muscularity.
Research aims
The aim of the proposed study is to extrapolate the findings of King’s (2006) qualitative 
work and test the generalisability of these findings to a larger population. In particular the 
contribution of experiences of anti-gay victimisation is explored. The specific aims can be 
broken down as follows:
Hypothesis 1 : A history of anti-gay victimisation will moderate a relationship between 
acculturation to the gay scene as a predictor variable and internalization of the importance 
of attractiveness as an outcome variable.
Hypothesis 2a: Internalisation of attractiveness will mediate a relationship between 
acculturation to the gay scene as a predictor variable and body dissatisfaction as the 
outcome variable.
Hypothesis 2b: Internalisation of attractiveness will mediate a relationship between 
acculturation to the gay scene as the predictor variable and drive for muscularity as the 
outcome variable.
Hypothesis 3a: Self-esteem will mediate a relationship between a history of anti-gay 
victimisation as predictor variable and body dissatisfaction as the outcome variable.
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Hypothesis 3b: Self-esteem will mediate a relationship between a history of anti-gay 
victimisation as predictor variable and drive for muscularity as the outcome variable.
Hypothesis 4a: Internalised homophobia will mediate a relationship between a history of 
anti gay victimisation as predictor variable and body dissatisfaction as the outcome 
variable.
Hypothesis 4b: Internalised homophobia will mediate a relationship between a history of 
anti gay victimisation as predictor variable and drive for muscularity as the outcome 
variable.
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Method
Design
The study employed a cross-sectional survey design in order to explore the relationships 
between experiences of anti-gay victimisation, self-esteem, internalised homophobia, 
internalisation of the importance of attractiveness, acculturation to the gay scene, body 
dissatisfaction and drive for muscularity. An ‘internet-mediated research approach’ 
(Hewson, 2003) was employed where participants were invited to complete an online 
questionnaire.
Recruitment
An internet search was conducted for all discussion groups dedicated specifically to gay 
men or the lesbian, gay, bisexual and transgendered (LGBT) community in the United 
Kingdom. A total of fifty-two moderators of discussion groups were emailed (see 
Appendix 1 for letter sent to moderators) to seek their permission to post a description of 
the study on their discussion board (see Appendix 2 for advert requesting participants) 
and distribute the details of the study to members on their listserve. Forty-two 
moderators responded and agreed to the request giving an 80% response rate. Details of 
the study were then posted to the discussion board and / or distributed to listserve 
members. These discussion groups covered a wide range of issues, populations of the 
LBGT community and geographical locations within the United Kingdom. The advert 
appealing for participants asked for all gay men, currently residing in the United 
Kingdom, to take part in an online survey regarding body image. Details of the web 
address where the questionnaire could be found were also provided.
Sample Size
In order to ensure adequate power to test for moderation and mediation effects, it is 
necessary to have a ratio of five participants per item subjected to analysis (Coakes and 
Steed, 2003). Thus, 340 participants were considered as the absolute minimum sample 
size required for the present study.
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Materials and measures
The questionnaire was comprised of questions relating to demographic information and a 
number of measures outlined below in an effort to operationalise the following variables:
Body dissatisfaction was assessed using the Body Image Ideals Questionnaire (BIQ; Cash 
& Szymanski, 1995). This measure is unique as it takes into account not only a person’s 
level of satisfaction with their physical characteristics, but also the level of importance 
that they attribute to their body parts. This measure has eleven items assessing the degree 
of discrepancy between self perceive physical attributes and idealised physical attributes 
(rated on a four point scale from 0 = exactly as I am, to 3= very unlike me), and eleven 
items assessing the importance of each of these physical attributes (rated on a four point 
scale from 0 = not important, to 3 = very important). Composite BIQ scores range from - 
3 to +9. Higher scores reflect a greater discrepancy between self-perceived physical 
attributes with a very strong importance placed on physical ideals (for more information 
on scoring see Cash & Szymanski, 1995).
This measure has been shown to have good convergent validity with other validated body 
image measures (see Cash & Szymanski, 1995) and construct validity through its 
association with conceptually relevant factors (see Cash, 2000). Previous research 
demonstrates that the BIQ total score has good internal consistency (Cronbach alpha = 
.81) (Cash & Szymanski, 1995). The Cronbach alpha for the current study was .85
Drive fo r  muscularity was measured using the Drive for Muscularity Scale (DMS; 
McCreary & Sasse, 2000). The scale has fifteen items that measure attitudes and 
behaviours that reflect the degree of respondents’ preoccupation with increasing their 
muscularity. Items are rated on a six point scale from always (= 1) to never (= 6). The 
DMS is scored by taking the mean of the fifteen item responses. Thus scores range from 1 
to 6 with higher scores indicating a greater drive for muscularity. The DMS has been 
shown to have good convergent validity and good internal consistency (Cronbach alpha = 
.84) (see McCreary & Sasse, 2000). In the current study, the Cronbach alpha was .90.
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Internalised homophobia was measured using The Internalised Homophobia Scale (IHP; 
Martin & Dean, 1987). This is a nine item scale assessing the extent to which gay men are 
uneasy about their sexuality. Respondents are asked to rate their level agreement with 
nine statements such as, “I wish I weren’t gay” and “being gay is a personal shortcoming 
for me”. Answers are scored on a five point Likert scale from 1= completely disagree, to 
5= completely agree. The IHP is scored by adding the scores of the nine items. Total 
scores range from nine to forty-five, with higher scores indicating greater internalised 
homophobia. The IHP is a frequently used measure within research and therefore allows 
comparability across studies.
Previous research has indicated that the IHP scale has good internal reliability (Cronbach 
alpha = .86) (Kimmel & Mahalik, 2005) and good construct validity (Meyer, 1995). In the 
current study the internal reliability of the IHP was good (Cronbach alpha = .89).
Acculturation to gay scene was assessed using the Identification and Involvement with 
the Gay Community Scale (IGCS; Vanable, McKiman and Stokes, 1998). It is designed 
to measure involvement with and perceived closeness to the gay community among men 
who have sex with men. The scale consists of eight self-report items. Four items assess 
the importance of self-identifying as a gay man and associating with a gay community 
rated on a five point Likert scale, ranging from 1 = do not agree at all, to 5= strongly 
agree. A further three items assess the frequency with which participants read gay papers 
or magazines, attend gay organizational activities and frequent gay bars, rated on a five 
point Likert scale ranging from 1 = Never, to 5 = once a week. The final item assesses the 
overall number of gay friends in the participant’s life. Item four is reverse scored. The 
scale is scored by taking the mean of the eight item responses. Scores range from one to 
five, where higher scores indicate greater identification and involvement with the gay 
community.
This measure has been found to have adequate internal reliability (Cronbach alpha = .78) 
and test retest reliability of .74 over a one year period. In terms of convergent validity the
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IGCS has good associations with other relevant variables such as the degree to which 
individuals are ‘out’ regarding their sexuality (Vanable, McKiman and Stokes, 1998). In 
the current study the internal reliability of the IGCS was adequate (Cronbach alpha = .78).
Internalisation o f  the importance o f attractiveness was assessed using the internalisation 
sub-scale of the Sociocultural Attitudes Towards Appearance Questionnaire (SATAQ; 
Heinberg, Thompson and Stormer, 1994). The internalisation sub scale of the SATAQ 
comprises eight items. It was originally developed to measure women’s internalisation of 
socially presented views regarding the importance of attractiveness. For the purposes of 
the current study some of the items had to be reworded in order to be applicable to a male 
population. Items included, “I wish that I looked like a swimsuit model”. Responses are 
scored on a five point Likert scale from 1 = completely disagree to 5 = completely agree. 
Item four is reversed scored. Scores to the sub-scale are added together to give a total 
score ranging from eight to forty. Higher scores indicate greater internalisation of the 
importance of attractiveness.
Willamson and Spence (2001) also adapted this measure for use on a male population. 
They found a significant relationship between scores on the adapted SATAQ and eating 
disordered symptomatology (measured by the Eating Disorders Inventory). This indicates 
convergent validity for an adapted male version of the SATAQ. The internal reliability of 
the internalisation scale for the current study was good (Cronbach alpha = .87).
Self-esteem was measured using Rosenberg’s Self-esteem Scale (RSES; Rosenberg,
1965). This measure is a well known and often used measure of global self-esteem. The 
scale consists of ten statements that are rated on a four point Likert scale from 1= strongly 
agree, to 4= strongly disagree. Items include, “All in all, I am inclined to feel that I am a 
failure” and “I take a positive attitude toward myself’. Five of the items are reverse 
scored. Scores range from ten to forty, where higher scores indicate stronger self-esteem. 
The RSES has demonstrated good internal reliabilities (Cronbach alpha = .82 and .88; 
Rosenberg, 1965, 1979). It has also been shown to be significantly associated to a number
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of relevant constructs such as anxiety and depression (Rosenberg, 1965). The Cronbach 
alpha for the current study was .91
A history o f  anti-gay victimisation was measured using two questions asking, “have you 
been rejected by others due to your sexuality?” and “have you ever been discriminated 
against due to your sexuality?” Items were scored on a scale of 1= never, to 5= often. 
Scores range from two to twenty, with higher scores indicating greater experiences of 
rejection and discrimination. It was necessary to develop these two questions as no 
previously validated scales were identified which assessed such experiences. However, 
Meyer (1995) used a single item to assess a history of anti-gay attacks which was found 
to predict four measures of psychological distress, suggesting that this method is useful 
and has some validity. In the current study these two items had adequate internal 
reliability (Cronbach alpha = .77).
Pilot Studv
Prior to the survey going ‘live’, the online questionnaire was piloted on ten gay men to 
check how user friendly it was. In particular, feedback was requested regarding the layout 
of the questionnaire, the time it took to complete, and the clarity and sensitivity of 
questions. Changes were made to the questionnaire’s format for greater clarity and 
readability.
Procedure
Participants were invited to take part in an online survey via an advert in internet 
discussion forums. The advert outlined the purpose of the study, described as exploring 
body image distress and weight and shape changing behaviours in gay men, and invited 
all gay men, over the age of sixteen, who currently lived in the United Kingdom, to take 
part. The advert detailed the web-site address of the study, which was hosted at the 
following URL: http://www.psv.surrev.ac.uk/studentsurvevs/bodvimage/. A copy of the 
questionnaire can be seen in Appendix 3.
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After logging on to the URL, participants were directed to an information and consent 
page which gave further details about the study and the rights of participants. Participants 
were then asked to indicate whether they had read and understood the information and 
consent page and if they agreed to take part. If consent was given, participants were 
directed through to the demographics section and then on to the main body of the 
questionnaire. Following completion of the survey, participants were taken to a page 
where they were thanked for their participation and given details where further help and 
support could be found. Participants were given the contact details of the researcher and 
project supervisor if their participation caused any distress or if they had any concerns or 
questions. Participants were also asked to email the researcher if they would like to 
receive a summary of the study’s findings. The questionnaire took approximately ten to 
fifteen minutes to complete. All data were then downloaded into an SPSS file to be 
analysed.
Ethical considerations
Ethical approval was obtained from the University of Surrey, School of Human Sciences’ 
Ethics Committee (see Appendix 4). Survey participation was anonymous and the web 
server was secure to prevent against any unauthorised persons gaining access to the 
information collected. All identifying information, such as IP addresses, was deleted and 
only participants’ responses were downloaded into an SPSS file. The information page, at 
the beginning of the questionnaire, outlined participants’ rights, stating that participation 
was voluntary, consent could be withdrawn at any point and alerted participants to the 
potential risks of taking part. Only participants who gave their consent were able to 
access the questionnaire.
Contact details of the researcher and the supervisor of the project were provided if 
participants wished to raise any concerns, ask any questions about the study or if they 
became distressed by taking part. Contact details of organisations offering support to 
LGBT members or those troubled by body dissatisfaction and eating disorders were 
provided to participants on completion of the survey.
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Data Analysis
The data were analysed using regression analyses in order to test for mediation and 
moderation. A variable may be called a mediator “to the extent that it accounts for the 
relationships between the predictor and the criterion” (Baron & Kenny, 1986 p .l 176). 
According to Baron and Kenny (1986), mediation effects are apparent when there is 
evidence that:
1) The predictor variable is significantly related with the criterion variable;
2) The predictor variable is significantly related to the mediator and
3) The moderator significantly predicts the criterion variable after controlling for the 
predictor variable. In this last step, if the relationship between the predictor variable 
and the criterion variable falls close to zero, then it can be said that there is a full 
mediation effect. If this relationship is to fall, but not to zero, then a partial mediation 
is said to have occurred.
For each mediation hypothesis a series of multiple regressions were conducted to test 
each of the above criteria. If all criteria were met the Aroian test was used to test whether 
the indirect effect of the predictor variable on the outcome variable through the mediator 
was significantly different from zero (Preacher & Hayes, 2004). The Aroian test equation 
is:
z-value = a*i/SQRT(*^ V  + V  + V ) -
A moderator is a “variable that affects the direction and / or strength of the relation 
between an independent or predictor variable and a dependent or criterion variable” 
(Baron & Kenny, 1986, p .l 174). Moderation was tested for according to Baron and 
Kenny’s (1986) guidelines. First the predictor, moderator and outcome variables subject 
to moderation were centred (original variable minus it’s mean, so that the mean of the 
new variable is zero) in order to reduce the likelihood of multicollinearity (Frazier,
Barron & Tix, 2004). As a linear moderation effect was hypothesised, whereby the 
relationship of the predictor variable with the outcome variable was thought to change
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linearly with respect to the moderator, the interaction term was created by multiplying the 
predictor with the moderator. Moderation effects are indicated if the interaction term is 
significant when regressed onto the outcome variable, whist controlling for the predictor 
and moderator.
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Results
The questionnaire was online from 17* February 2007 to 27* April 2007. During this 
time 660 participants logged on to the questionnaire. 180 of these participants did not 
complete the questionnaire, giving a 73% response rate. 77 (43%) of the 180 participants 
who did not complete the full questionnaire, logged on to the questionnaire, gave consent 
but provided no further responses. A total of 480 participants completed all sections of 
the questionnaire.
Data screening
Three of the 480 participants who completed the questionnaire were excluded from the 
study on the grounds that they identified as primarily heterosexual. This left a total of 477 
participants to be included in the analysis of results.
The only missing data related to participants’ weight and height which were replaced 
using mean substitution (Field, 2005). The data were screened for the presence of 
univariate outliners which are cases with very large standardised scores that are 
disconnected from other z scores (Tabachnick & Fidell, 2007). Analysis of the 
standardized scores, box plots and histograms suggested no evidence of univariate 
outliners.
Due to the large sample size (greater than 300) normality was tested for by examining 
histograms and the absolute size of the skew and kurtosis values. The absolute values of 
skew and kurtosis for the main variables were not above 2 and were therefore deemed 
normally distributed (Tabachnick & Fidell, 2007).
For the regression analyses, histograms of the standardised residuals indicated that the 
assumption of multivariate normality was met. Scatterplots of standardised residuals and 
standardised predicted values indicated that the assumptions of homogeneity of variance 
and linearity had been met. With the use of p< .001 outcome for Mahalanobis distance.
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Cook’s distance and leverage values, no cases were deemed to have undue influence over 
the model.
Demographic information of the sample
The demographic information of the sample is summarised in table 1, below.
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Table 1 : Demographic data.
Variable Mean Range SD
Age (N= 477) 29 17-69 11.43
Body mass index 
(N= 477)
24.8 15-37 5.34
No. of 
participants
%
Education No qualifications 4 0.8
GCSEs, 0  levels or CSEs 30 6.3
‘A’ levels 138 28.8
Diploma 36 7.5
Degree 168 35.2
Postgraduate degree 91 19.1
Total N=477
Occupation Students 227 47.6
Manual workers 8 1.7
Middle management 48 10.1
Owner o f a shop, farm or company, or a craftsman 4 0.8
Professionals (lawyer, practitioner, architect etc) 102 21.4
Civil servants 21 4.4
Retired 8 1.7
Voluntary or alternative services 8 1.7
Homemaker 2 0.4
Unemployed 8 1.7
Other 41 8.6
Total N=477
Ethnicity
White White-British 356 74.6
White-Irish 14 2.9
Any other White background 65 13.6
435 91.1
Mixed White and Black Caribbean 3 0.6
White and Black African 2 0.4
White and Asian 5 1
Any other Mixed background 8 1.7
18 3.7
Asian or 
Asian British
Indian 6 1.3
Pakistani 2 0.4
Bangladeshi 0 0
Any other Asian background 4 0.8
12 2.5
Black or 
Black British
Caribbean 3 0.6
African 4 0.8
Any other Black background 2 0.4
9 1.8
Chinese or any other 
ethnic group
Chinese 2 0.4
Any other Chinese or unlisted ethnic group 1 0.2
3 0.6
Total N=477
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Table 1: Demographic data cont.
Variable No. of 
participants
%
Sexual identity Exclusively gay 389 81.6
Mainly gay with a small degree of  
heterosexuality
68 14.2
Mainly gay but with a substantial degree of 
heterosexuality
12 2.5
Equally gay and heterosexual 8 1.7
Total N=477
Status of sexual 
identity
Out about sexuality 437 91.6
Not out about sexuality 40 8.4
Total N=477
Mean Range SD
Years out regarding 
sexual orientation 
(N=477)
7.92 0-45 7.73
Number of 
participants
%
Relationship status No regular partner 261 54.7
Married / civil partnership 25 5.2
One regular partner only 121 25.4
Agreed open relationship 17 3.6
One regular partner with casual partners also 35 7.3
More than one regular partner 4 0.8
One regular partner with casual partners also 10 2.1
Other 4 0.8
Total N=477
Body mass index (BMI) is an internationally used measure of weight status (World 
Health Organization, 2007). It is calculated using the following equation:
BMI = weight(kg) / height(m)^
Table 2: The international classification of adult underweight, overweight and obesity
Classification Severe thinness Underweight Normal weight Obese
BMI <16.00 <18.50 18.50-24.99 >30.00
The average (mean) BMI of the sample was 24.8 falling in the normal range. Participants 
BMI ranged from 15 (severe thinness) to 37 (obese)
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Descriptive statistics of the main variables
Table 3, below, shows the descriptive statistics of the sample of 477 participants on the 
following dimensions: internalisation of the importance of attractiveness as measured 
using the internalisation sub scale of the SATAQ; self esteem as measured using the 
RSES; acculturation to the gay community as measured using the IGCS; internalised 
homophobia as measured using the IHP; anti gay victimisation; body dissatisfaction as 
measured by the BIQ and the drive for muscularity as measured using the DMS.
Table 3: Descriptive statistics of the main variables
Variable 
(n = 477)
Mean Standard
Deviation
Range Skewness 
(S.E. = .112)
Kurtosis
(S.E. = .223)Lowest Highest
Internalisation 
of importance of 
attractiveness
27.23 6.27 9 40 -0.433 -0.27
Self-esteem 29.78 5.84 13 40 -0.25 -0.41
Acculturation to 
the gay scene.
4.04 0.72 1.13 5 -0.11 -0.54
Internalised
homophobia
15.32 6.80 9 42 1.21 0.85
Anti-gay
victimisation
4.11 1.61 2 8 0.360 -0.71
Body
dissatisfaction
2.16 2.45 -1.09 9 0.98 1.22
Drive for 
Muscularity
2.25 0.82 1 5 0.77 0.25
Main analvses
Hvpothesis I : Experiences of anti-gay victimisation (HAGV) will moderate a relationship 
between acculturation to the gay scene (AGS) as a predictor variable and internalisation 
of the importance of attractiveness (IIA) as an outcome variable.
In order to test for moderation, the variables AGS, HAGV and IIA were centred and the 
interaction term was created. A regression was then run on these three new variables as 
predictors of IIA (centred). The results of this regression are presented in table 4, below.
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Table 4: Regression testing HAGV as a moderator of a relationship between AGS and II
Regression
no.
Predictor variable Outcome variable B SEB T
AGS centred IIA centred 0.13 0.404 0.313
1 HAGV centred IIA centred 0.36 0.181 2.012*
Interaction IIA centred -0.00 0.243 -0.02
R^=.009;AcIj. R^ = .009 * =p < 0.05
The interaction term was not significant indicating that a history of anti-gay victimisation 
does not moderate a relationship between acculturation to the gay scene as a predictor 
variable and internalisation of the importance of attractiveness as an outcome variable. 
Although HAGV was found to significantly predict IIA the model overall accounted for 
less than 1% of the variance in IIA scores indicating a weak relationship.
Hvpothesis 2a; Internalisation of the importance of attractiveness (IIA) will mediate a 
relationship between acculturation to the gay scene (AGS) as the predictor variable and 
body dissatisfaction (BD) as the outcome variable.
To test for mediation according to Baron and Kenny’s guidelines (1986) three regressions 
were carried out to test whether each of the conditions had been met for mediation to have 
taken place. To test the first condition a regression was conducted on AGS as a predictor 
of BD as the outcome variable. To test the second condition a regression was conducted 
on AGS as a predictor of IIA as the outcome variable. To test the third condition a 
regression was run with both AGS and self-esteem as predictors of BD as the outcome 
variable. The results are presented in table 5 below.
Table 5: Regression analyses testing the mediational role of IIA between AGS and BD
Regression
no.
Predictor
variable
Outcome
variable
B SEB P T
1 AGS BD -0.089 0.103 -0.09 -1.94
2 AGS IIA 0.20 0.401 0.02 0.5
3 AGS BD -0.226 0.089 -0.1* -2.52
IIA BD 0.127 0.010 0.5*** 12.45
Regression 1 : R^= .00; Adj. R^ = .00 * =/> < O.C 
Regression 2: R^= .00; Adj. R^= .00 < O.C 
Regression 3: R^ = .25; Adj. R^ = .25
15
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The first regression indicated that AGS did not significantly predict BD and therefore 
there was no relationship between the two for IIA to mediate. However, AGS was found 
to significantly predict BD when controlling for IIA, although the strength of this 
relationship was weak {fi =  -0.1). The direction of the association suggests that those less 
acculturated to the gay scene were more dissatisfied with their bodies which ran counter 
to the hypothesis. In addition, AGS was not found to significantly predict the proposed 
mediator IIA, but IIA was found to significantly predict BD (when controlling for AGS). 
The direction of this relationship suggested that the more internalised the importance of 
attractiveness, the greater the participant’s body dissatisfaction. In summary, there was no 
evidence of an indirect relationship of AGS with BD through IIA and therefore the 
Aroian test was not deemed necessary.
Hvpothesis 2b: Internalisation of the importance of attractiveness (IIA) will mediate a 
relationship between acculturation to the gay scene (AGS) and drive for muscularity 
(DM).
The procedure outlined above was followed to test for mediation only with DM as the 
criterion variable. Only two regressions were conducted as AGS had already been tested 
as a predictor of IIA when exploring the previous hypothesis. The results are presented in 
table 6, below.
Table 6: Regression analyses testing the mediational role of IIA between AGS and DM
Regression
no.
Predictor
variable
Outcome
variable
B SEB P T
1 AGS DM 0.002 0.052 0.002 0.041
2 AGS IIA 0.20 0.401 0.023 0.499
3 AGS DM -0.012 0.045 -0.10 -0.263
IIA DM 0.069 0.005 0.53*** 13.6
Regression 2: R^= .00; Adj. R^= .00
Regression 3: R'‘ = .28; Adj. R  ^= .28
The regressions indicate that the criteria for mediation were not met. AGS was not found 
to significantly predict DM, the criterion variable, or IIA, the proposed mediator.
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Therefore AGS was not found to have an indirect relationship on DM through IIA, nor 
was it found to have a direct association with DM. Only IIA was found to have a strong 
significant association with DM. The direction of this relationship indicated that greater 
internalisation of the importance predicted a greater drive for muscularity.
Hvpothesis 3a: Self-esteem (SES) will mediate a relationship between a history of anti­
gay victimisation (HAGV) as predictor variable, and body dissatisfaction (BD) as the 
outcome variable.
In order to test this hypothesis, three regressions were again carried out to test each 
condition of the mediation procedure. The results are presented in table 7 below.
Table 7. Regression analyses 1.esting the medialtional role of SES Detween HAGV and B
Regression
no.
Predictor
variable
Outcome
variable
B SEB P T
1 HAGV BD 0.12 0.046 0.12* 2.54
2 HAGV SES -0.56 0.164 -0.15** -3.42
3 HAGV BD 0.04 0.041 0.04 1
SES BD -0.13 0.011 -0.48*** -11.94
Regression 1: R = .01; Adj. R  ^= .1 
Regression 2: R^= .02; Adj. R^= .02 
Regression 3: R^ =.24; Adj. R^ = .24
* - p  < 0.05 
** —p <  0.005 
* * *  = / ?  <  0.001
The regression analyses show that all three conditions were met to indicate that self­
esteem mediated a relationship between HAGV and BD:
1) A greater history of a HAGV significantly predicted BD. The direction of this 
relationship indicated that a greater HAGV was associated with greater BD,
2) HAGV significantly predicted SES. The direction of this relationship indicated that a 
greater HAGV was associated with lower SES, and
3) SES significantly predicted BD whilst controlling for HAGV. The direction of this 
relationship indicated that lower SES was associated with greater BD.
In addition, the relationship between HAGV and BD was no longer significant, falling 
close to zero (^ fell from 0.12 to 0.04) when controlling for SES.
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The Aroian test was then carried out which found that the indirect relationship of anti-gay 
victimisation with body dissatisfaction through self-esteem was not significantly different 
from zero (z = -0.88, >0.05, two tailed). This indicates that self-esteem does not 
significantly mediate a relationship between a history of anti-gay victimisation and body 
dissatisfaction.
Hvpothesis 3b: SES will mediate a relationship between a history of anti-gay 
victimisation (HAGV) as predictor variable, and drive for muscularity (DM) as the 
outcome variable.
The procedure outlined in hypothesis 3 a was repeated only with DM as the criterion 
variable. It was necessary to carry out only two regressions as self-esteem had already 
been regressed on HAGV in the previous hypothesis. The results are presented in table 5 
below.
Table 5. Regression analyses testing the mediational role of self-esteem between HAGV 
and DM
Regression
no.
Predictor
variable
Outcome
variable
B SEB P T
1 HAGV DM 0.03 0.03 0.06 1.29
2 HAGV SES -0.56 0.164 -0.15** -3.42
3 HAGV DM 0.011 0.023 0.22 0.49
SES DM -0.03 0.006 -0.24*** -5.33
Regression 1: R = .00; Adj. R = .00 
Regression 2: R^= .02; Adj. R^= .02 
Regression 3: R^ = .06; Adj. R^ = .06
* =/?<0.05
** = p<  0.005
The regressions indicate that the HAGV did not significantly predict DM. This suggests 
that there is no relationship between HAGV and DM to mediate. Therefore, the first 
condition of the mediation criteria had not been met. It had, however, previously been 
shown that HAGV predicted SES, with a greater HAGV associated with lower SES. In 
addition, SES was found to significantly predict DM (whilst controlling for HAGV). The 
direction of this relationship indicated that lower levels of self-esteem were associated 
with a greater drive for muscularity. In summary, the regressions indicate that self-esteem
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does not mediate a relationship between HAGV and DM. However, HAGV predicted 
self-esteem which in turn predicted DM.
Hvpothesis 4a: Internalised homophobia (IHP) will mediate a relationship between a 
history of anti-gay victimisation (HAGV) as predictor variable, and body dissatisfaction 
(BD) as the outcome variable.
Each stage of the mediation procedure was repeated to test whether IHP mediated a 
relationship between HAGV as the predictor variable and BD as the criterion variable. 
The results of the regressions are presented in table 6 below.
Table 6: Regression analyses testing the media tional role of IHP between HAGV and B
Regression
no.
Predictor
variable
Outcome
variable
B SEB P T
1 HAGV BD 0.12 0.046 0.12* 2.54
2 HAGV IHP 0.25 0.19 0.06 1.32
3 HAGV BD 0.1 0.044 0.10* 2.26
IHP BD 0.06 0.010 0.26*** 5.91
Regression 1: R = .01; Adj. R = .01 
Regression 2: R^= .00; Adj. R^= .00 
Regression 3: R^ = .08; Adj. R^ = .08
* =/><0.05
*** = p<  0.001
The first regression suggested that HAGV significantly predicted BD and so the first 
condition of the mediation criteria was met. However, the size of the relationship was 
small (y^  = 0.12) and accounted for only 1% of the variance in BD scores.
The second regression suggests that HAGV did not significantly predict the mediator, 
IHP. If HAGV and IHP are not significantly related then IHP cannot be the pathway 
through which HAGV and BD could be related. Consistent with this, HAGV remained 
significant when IHP was added to the prediction of BD. IHP was also found to 
significantly predict BD, when controlling for HAGV. The direction of these 
relationships suggests a greater history of anti-gay victimisation and greater internalised 
homophobia are associated with greater body dissatisfaction. In summary, IHP was not
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found to mediate a relationship between HAGV and BD, but HAGV and IHP were found 
to have a direct association with DB.
Hvpothesis 4b: Internalised homophobia (IHP) will mediate a relationship between a 
history of anti-gay victimisation (HAGV) as predictor variable and drive for muscularity 
(DM) as the outcome variable.
The procedure in 4a was repeated only with DM as the criterion variable. Only two 
regressions were conducted as IHP had already been regressed on HAGV in the above. 
The results of these analyses are presented in table 7 below.
Table 7: Regression analyses testing the mediational role of IHP between HAGV and DM
Regression
no.
Predictor
variable
Outcome
variable
B SEB P T
1 HAGV DM 0.03 0.03 0.06 1.29
2 HAGV IHP 0.25 0.19 0.06 1.32
3 HAGV DM 0.023 0.023 0.046 1.03
IHP DM 0.026 0.005 0.21*** 4.79
Regression 1: R^= .00; Adj. R^ = .00 *** = p < 0 .  
Regression 2: R^= .00; Adj. R^= .00 
Regression 3: R^ = .05; Adj. R^ = .05
001
The regression analyses indicate that IHP does not mediate a relationship between HAGV 
and DM. HAGV was not found to significantly predict DM, so there was no relationship 
to mediate, and HAGV was not found to be significantly associated with the proposed 
mediator, IHP. Only, IHP was found to significantly predict DM (when controlling for 
HAGV). The direction of this relationship indicated that greater IHP was associated with 
greater DM.
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Discussion
Hypotheses 1. 2a and 2b.
Experiences of anti-gay victimisation were not found to moderate a relationship between 
acculturation to the gay scene and internalisation of the importance of attractiveness, 
contrary to the hypothesis. This does not support the findings of King’s (2006) study 
which proposed that experiences of anti-gay victimisation influence an individual’s 
readiness to internalise the norms and expectations regarding the importance of 
attractiveness, which are believed to pervade the gay ‘scene’. In addition, internalisation 
of the importance of attractiveness was not found to mediate a relationship between both 
acculturation to the gay scene and body dissatisfaction, and acculturation to the gay scene 
and drive for muscularity.
Counter to the findings by Beren, Hayden, Wilfely and Grilo (1995) affiliation to the gay 
scene was not found to be significantly related to internalisation of socially presented 
views regarding the importance of attractiveness, body dissatisfaction or drive for 
muscularity. These findings support Williamson and Spence (2001) who found a non 
significant relationship between participation in the gay scene and eating disorder 
symptomatology. Together this suggests that mere affiliation to the gay scene does not 
have a deleterious impact on body image concerns or drive for muscularity in gay men.
Consistent with previous research, internalisation of the importance o f attractiveness was 
found to have strong association with body dissatisfaction (accounting for 24% of the 
variance) (Williamson and Spence, 2001). In addition, internalisation of the importance of 
attractiveness was also found to be significantly related to the drive for muscularity 
(accounting for 28% of the variance) which is a new contribution to the literature. Whilst 
causality cannot be inferred, it would seem logical to assume that greater internalisation 
of these norms would lead to such body related concerns and drives. However, as 
acculturation to the gay scene was not associated with internalisation of these social 
presented views, it seems that these social pressures towards a lean and muscular
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physique are a wider social problem yet their source still remains nebulous. Indeed, 
authors have commented on the increasing commodification and objectification of male 
bodies in western society (Pope, Olivardia, Gruber & Borowiecki, 1999; Watson, 2000). 
However, this still poses the question of why gay men may be more affected by these 
pressures?
Research that has taken a different approach to assessing the heightened pressure gay men 
may feel from within the gay culture has found support for this hypothesis. For example, 
Hospers and Jansen, (2005) found gay men report more peer pressure in relation to the 
importance of attractiveness but are also more affected by it when compared to 
heterosexual men. In addition Siever (1994) found that gay men, like heterosexual 
women, found their looks to be important in attracting potential partners which led to 
greater body dissatisfaction. Therefore it could be that measures assessing acculturation 
to gay communities are not sensitive enough towards picking up pressures regarding 
attractiveness within this context.
There are also problems with delineating between participation in the commercial gay 
‘scene’ and other aspects of the gay community. The former may be more related to 
pressures regarding attractiveness whilst the latter may be more protective, promoting the 
gay male’s sense of esteem through gay affirmative events. The measure employed in the 
current study did not adequately distinguish between these two aspects of gay culture. 
Moreover, the ‘gay community’ is presented as if it represents some unified whole.
Rather it is likely that the gay community consists of many sub-cultures which may differ 
from one geographical location to another throughout the UK. In particular a gay 
community or gay ‘scene’ in metropolitan areas may differ considerably to other more 
rural areas.
Finally, whilst the relationship was small (explaining approximately 1% of the variance), 
experiences of anti-gay victimisation were found to be significantly related to 
internalisation of the importance of attractiveness. This could give some credence to the
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hypothesis that gay men who have more experiences of anti-gay victimisation more 
readily internalise norms regarding the importance of attractiveness.
Hvpotheses 3a and 3b
Contrary to expectation, self esteem was not found to mediate a relationship between a 
history of anti gay victimisation and body dissatisfaction or a relationship between a 
history of anti gay victimisation and drive for muscularity. Although using Baron and 
Kenny’s criteria (1986) for testing mediation self-esteem could be said to mediate a 
relationship between anti-gay victimisation and body dissatisfaction, the Aroian test 
found the mediational role of self-esteem to be non significant (i.e. the difference between 
the association of anti-gay victimisation to body dissatisfaction, and anti-gay 
victimisation to body dissatisfaction when controlling for self-esteem, was not 
significant). The reason for this non-significant result could be attributable to the very 
weak relationship that was found between a history of anti-gay victimisation and body 
dissatisfaction, thus there was little by way of a relationship for self-esteem to mediate in 
the first instance.
Whilst the direction of the relationships between variables could not be inferred due to the 
cross-sectional design, the results do not support King’s (2006) findings that a history of 
anti-gay victimisation led to body dissatisfaction or drive for muscularity through 
lowering self-esteem. However, it should be noted that the aim of the current study was to 
test the generalisability of King’s (2006) findings which were based on a small and 
homogenous sample of gay men.
Consistent with previous research, the regression analyses involved in testing the 
mediation hypothesis showed that lower self-esteem was strongly associated with greater 
body dissatisfaction (Russel & Keel, 2001; Williamson & Hartley, 1998; Williamson & 
Spence, 2001; Yelland & Tiggemann, 2003) and drive for muscularity (Yelland & 
Tiggemann, 2003) to a lesser degree, in gay men. Furthermore, anti-gay victimisation was 
found to have a small (only accounting for 1% of the variance) but significant association
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with self-esteem, which as far as the author is aware, is an original finding. It could be 
hypothesised that a history of anti-gay victimisation is just one of a number of factors that 
contribute to the development of low-self esteem in gay men, which may in turn impact 
on body dissatisfaction and drive for muscularity. This would suggest an indirect 
relationship. It may be important to make a distinction here between a mediation effect, 
which requires there to be a relationship between a predictor and criterion variable, which 
is mediated by a third variable (i.e. X and Y are related through M), and an indirect effect 
where there is no such requirement (i.e. X can effect M and M can effect Y) (see Preacher 
& Hayes, 2004). Perhaps further research is warranted here, which would benefit from a 
longitudinal research design that would enable causality to be determined. If self-esteem 
is involved in the development of body dissatisfaction, rather than a consequence of it, it 
remains to be seen by which process it may leave people vulnerable to such difficulties.
Hvpotheses 4a and 4b
The results did not support the hypotheses that internalised homophobia would mediate a 
relationship between a history of anti gay victimisation and body dissatisfaction, or a 
history of anti gay victimisation and drive for muscularity. This suggests that King’s 
(2006) findings, where a history of anti-gay victimisation was thought to lead to body 
dissatisfaction or drive for muscularity through internalisation of anti-gay sentiments, are 
not generalisable to a larger population.
What was interesting, and perhaps counter intuitive, is that a history of anti gay 
victimisation had a small but significant relationship with body dissatisfaction and, 
consistent with previous research, internalised homophobia significantly predicted body 
dissatisfaction (accounting for 7% of the variance) (Kimmel & Mahalik; 2005; Railly & 
Rudd, 2006; Russel & Keel, 2001). However, a history of anti-gay victimisation was not 
found to significantly predict internalised homophobia. It may be that the insidious effect 
of society’s heterosexist and anti-gay sentiments cannot be captured by simply looking at 
experiences of discrimination and rejection in the light of gay men’s sexual orientation. 
Railly and Rudd (2006) also raise an interesting point that gay men who internalise
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negative feelings about their sexuality, may not necessarily construe discriminatory 
behaviour on the grounds of sexuality in such a way; they may in fact deem such 
behaviour as appropriate.
The results do offer a unique contribution to the understanding of body image in gay men 
through the finding that internalised homophobia was found to account for 4% of the 
variance in drive for muscularity. Of course the temporal sequence of these variables 
cannot be assumed but it could be hypothesised that gay men with negative attitudes 
towards their sexuality may seek ways of compensating for their self-perceived flaws, 
perhaps through trying to emulate western society’s idealised male muscular body (Pope, 
Olivardia, Gruber & Borowiecki, 1999). Similarly, Railly & Rudd (2006) suggest that 
gay men with greater internalised homophobia may have a greater drive for muscularity 
in order to look more masculine and hide their sexual orientation in light of the society 
stereotype that gay men are more effeminate. However, unlike body dissatisfaction, 
experiences of anti-gay victimisation were not found to be significantly related to a drive 
for muscularity, perhaps indicating that different factors are involved in the development 
of these given aspects of body image.
Implications for counselling nsvchologists
Whilst the mediation and moderation hypotheses were not supported, the results highlight 
low self-esteem, internalised homophobia and internalisation of social norms regarding 
the importance of attractiveness as risk factors associated with body image concerns and 
drive for muscularity. Such findings have important implications for both prevention and 
therapeutic interventions. The counselling psychologist’s role is not limited to the 
consulting room. Counselling psychologists can play an important role in legal, 
educational, social and political interventions in order to tackle cultural and institutional 
heterosexism, and western society’s increasing idealisation of the mesomorphic male 
body. Recently there has been a media frenzy around the issue of the ‘size zero’ model 
and there is now widespread recognition of the harmful impact that the glorification of the 
thin ideal has on women in our society, promoted through mass media operations.
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Pressure from activist groups has only recently led Madrid and Milan to ban size zero 
models from appearing on the catwalk. However, at present little attention is paid to the 
harmful impact that the objectification of the male body can also have. Further, the 
finding that the internalisation of the importance o f attractiveness was not linked to gay 
communities, may indicate that the problem is an issue within wider society.
Unfortunately it seems that until such issues are overcome, a large number of gay men 
may be affected by body image concerns which counselling psychologists should be 
sensitive and alert to when working with a gay male population. This may be easily 
missed in light of the common assumption that men are not affected by body image 
concerns. Clearly a gay-affirmative therapy is likely to be most beneficial for men 
struggling with body dissatisfaction and weight and shape changing behaviours, through 
exploring and challenging both negative beliefs about their sexuality, and the importance 
associated with physical attractiveness.
This study also highlights unique factors relating to body image and disordered eating in 
gay men. At present treatment and intervention services are aimed at heterosexual women 
and thus we are doing these men a disservice if there continues to be a lack of provisions 
designed for such a population.
Limitations of the studv and future research
The main aim of the study was to assess how experiences of anti-gay victimisation may 
interact with other variables known to be important in body image concerns in gay men. 
Many o f the mediation and moderation hypotheses were not supported because 
experiences of anti-gay victimisation were not found to be associated with either of these 
two factors. Frazer, Barron and Tix (2004) suggest that mediation should be explored if 
there is already a strong association between the predictor and criterion. Therefore, it may 
have been rather hasty to test for mediation before a stronger association had been found 
between experiences of anti-gay victimisation and other important variables that were 
explored in this analysis. Further, the use of a two item measure constructed by the
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researcher to assess experiences of anti-gay victimisation had not been subject to 
validation checks and therefore requires the results to be interpreted with caution. The 
fact that this measure also relies on participants’ retrospective recall could affect its 
reliability and validity.
Participants were recruited on line which may limit the how generalisable these findings 
are to the normal population of gay men. However, research has indicated that 
participants in internet research based designs do not differ from those who respond to 
more traditional phone or postal questionnaires (Penkala, 2004). Further there is no way 
of gauging how many individuals viewed the advert on line but chose not to respond. 
There may be important differences between this group and those who did respond to the 
advert. The use of a cross-sectional questionnaire design also means that the direction of 
causality between variables cannot be determined.
The use of psychometrics also tends to reify such terms as ‘internalised homophobia’,
‘gay community’ and ‘sexual orientation’ presenting them as fixed, easily identifiable and 
measurable phenomena, and experienced by all in a similar way. This is clearly not the 
case and measures assessing such constructs should be interpreted with caution.
Future research is needed to determine the causality of the relationship between variables 
outlined in this study, which would require longitudinal research designs. Further 
research may benefit from the development of good psychometric measures that perhaps 
more adequately distinguish between the commercial gay ‘scene’ and other aspects of the 
gay community. It may also be worth exploring whether perceived exclusion from the gay 
scene may play a role in body image concern and weight and shape changing behaviours 
as those who feel accepted may be less concerned about their appearance. Future research 
may also benefit from identifying what factors lead men to internalise negative beliefs 
about their sexuality as this may help combat the problem. Finally, future research may 
also help explore the relationship between the drive for muscularity and the drive for
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thinness, as gay men may try to maintain a balance between these tensions in their quest 
for the muscular and lean ideal body shape.
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Appendix 1: letter to moderators
Dear Sir / Madam
My name is Maxine King and I am a Counselling Psychologist in training at the 
University of Surrey, England. For my doctoral research I am investigating issues of 
concern for gay men with body image distress. I am contacting you in your role as 
administrator of the discussion forum to ask for your help. Specifically, I would like to 
ask for your permission to post a request on your site for gay men to take part in an 
anonymous online questionnaire. Along with this request for participants, I will give a 
brief description of the study and the URL address of the questionnaire where further 
details of the study can also be found. I have attached the message that I wish to post on 
your site.
I want to reassure you that I will not try and sell anything to the members or visitors of 
your site. Strict measures will be taken to protect the anonymity of participants and all 
information will be kept confidential. The questionnaire will take approximately 15 
minutes to complete. It is hoped that insights from this research can be used to help the 
quality of gay men’s lives in the future through raising awareness and understanding of 
body image distress in gay men and improving educational and therapeutic services.
Please could you have a look at the attached message and decide if I have permission to 
post it on your site? If so, could you also tell me whether you would prefer to post the 
message yourself, or whether you would prefer it if I posted the message? It would be 
most appreciated if you could email me at this address max-king@hotmail.co.uk to let me 
know what you decide. Please also feel free to contact me if you have any further 
questions. If you would prefer to contact me by telephone, you can leave a message with 
the department secretary at the university on 01483-689176 and I will return your call.
Thank you for your time
Kind regards 
Maxine King
Counselling Psychologist in Training 
Psychotherapeutic and counselling Psychology
Supervised by 
Dr Jason Ellis 
Department of Psychology 
School of Human Sciences 
University of Surrey, Guildford 
GU2 7XH
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Appendix 2: Advert for participants
Dear all,
My name is Maxine King and I am a Counselling Psychologist in training at the 
University o f Surrey, England. For my doctoral research I am investigating issues of 
concern for gay men with body image distress. Did you know that gay men are more 
likely to suffer from body dissatisfaction and eating disorders than straight men? 
Unfortunately, we know little about why this might be and the issues that these men face. 
It may be that you can help.
I am asking for all gay men, over the age of sixteen, who currently live 
in the United Kingdom to take part in an anonymous online 
questionnaire.
The questionnaire will take approximately 15 minutes and you will be asked about some 
of your experiences as a gay man and your feelings about your body. You do not have to 
be troubled by body image distress to take part in this survey.
You will not be asked any identifying information and you will remain entirely 
anonymous. You will not be contacted in anyway following your participation in the 
survey and you are not being asked to buy anything or sign up for any membership. You 
are only being asked to take part in an online survey and nothing more.
Whilst I cannot offer you any compensation for your time, it is hoped that insights from 
this research can be used to help the quality of gay men’s lives in the future through 
raising awareness and improving educational and therapeutic services. You will also 
have the opportunity to receive a summary of the study’s findings.
The survey can be completed online at:
http://www.psy.surrey.ac.uk/studentsurveys/bodyimage/
You can also find more information about the study and your rights as a participant at the 
above web-site address.
If you have any problems accessing the questionnaire or if you have any questions about 
the study, please contact me at max-king@hotmail.co.uk
Kind Regards 
Maxine King
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Appendix 3: Questionnaire
Please only participate in this study if you are a gay man over the age of 
sixteen, currently living in the United Kingdom.
You are invited to participate in a web-based research study conducted by Maxine King, a 
Trainee Counselling Psychologist on the Practitioner Doctorate in Psychotherapeutic and 
Counselling Psychology programme at the University of Surrey, England. This study 
explores issues regarding body image concerns, body weight and shape changing 
behaviours, and your experiences of being a gay man.
The only requirement of this study is the completion of an online survey that will take 
approximately twenty-five minutes to complete. You will be asked to complete a series 
of questions on the following areas: your level of involvement in gay communities; 
experiences of victimisation in relation to your sexual orientation; your attitudes and 
feelings towards appearance and your body; how you feel about yourself and your 
sexuality; and your level of engagement in weight and shape changing behaviours. You 
will have a variety of responses to choose from and you are asked to select the one that 
best represents you.
CONFIDENTIALITY: The survey is strictly anonymous so you will not be asked for 
your name or any identifying information. Responses will only be identifiable to the 
researcher by a participant code. Any data related to your participation in this study will 
be held in the strictest confidence. In the final report, all the data will be pooled and 
analysed together. Therefore, it will be impossible to identify individual participants. The 
web server is secure to prevent against any unauthorised persons gaining access to the 
information.
VOLUNTARY PARTICIPATION: Your participation in this study is completely 
voluntary. You are free to withdraw your consent and discontinue participation at any 
time.
RISKS AND BENEFITS: There are no monetary rewards for your participation, 
although you may gain some insight into the nature of your personal experiences. Your 
participation will contribute to a body of knowledge in a currently under researched area 
which, in turn, can help therapists develop effective therapeutic interventions. It is 
anticipated that you will experience no harm from participating in this study beyond that 
encountered in everyday life. Nevertheless, please be warned that thinking about certain 
topics may remind you of negative information. If you feel distressed at any point whilst 
completing the questionnaire, you may stop participating immediately and you can 
contact the researcher, Maxine King, at the following email address max- 
king@hotmail.co.uk. In addition, please contact me on this email address if you would 
like any clarification about the information provided, if you have any further questions or 
if you would like to receive a summary of the study’s findings.
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If you have further questions about this study, your right to participate or if you wish to 
raise any concerns, you may contact the project supervisor. Dr Jason Ellis, Department of 
Psychology, School of Human Sciences, University of Surrey, Guildford, Surrey GU2 
7XH. Email: pss4ie@surrev.ac.uk
Please feel free to share the website address of the survey with other gay men that you 
think would be willing to take part.
Please tick INSIDE THE BOX BELOW to indicate that you have read and 
understand the information provided above and that you consent to 
participate.
Part 1: Background Information
Answers to the following questions provide useful background information about you.
For the first four items please type in your response.
1. How old are you?
2. What is your nationality?
3. How much do you weigh? Stones Pounds OR Kilograms
4. How tall are you? Feet Inches OR Centimetres
For the remaining questions please choose your answer by clicking and highlighting the 
circle next to the response that best represents you.
5. How would you describe your ethnicity? Please choose one of the following:
(f) White
British
Irish
Any other White background
(g) Mixed
White and Black Caribbean 
White and Black African 
White and Asian 
Any other Mixed background
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(h) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background
(i) Black or Black British
Caribbean
African
Any other Black background
(e) Chinese or Other ethnic group
Chinese
Any other Chinese or unlisted ethnic group
6. What is your highest educational qualification? 
None
GCSE(s)/ O level(s)/ CSE(s)
A level(s)
Diploma
Degree
Postgraduate degree 
Other
7. What is your current occupation?
Student
Manual worker
Employed middle management
Owner of a shop, farm or company, craftsmen
Professional (lawyer, practitioner, architect, etc.)
Civil servant
Military service
Voluntary service or alternative service
Homemaker
Retired
Temporality not working, unemployed 
Other
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Which of the following descriptions best applies to you?
Exclusively sexually attracted to men
Mainly sexually attracted to men but occasionally sexually attracted to women 
Mainly sexually attracted to men but often sexually attracted to women 
Equally sexually attracted to men and women
Mainly sexually attracted to women but occasionally sexually attracted to men 
Mainly sexually attracted to women but often sexually attracted to men 
Exclusively sexually attracted to women 
Other, please specify
Are you currently out?
Yes
No
If the answer to 9 was yes, how many years have you been out?___
10. How would you describe you current relationship status?
No regular partner
Married / civil partnership
One regular partner only
An agreed open relationship
One regular partner with casual partners also
More than one regular partner
More than one regular partner with casual partners also 
Other
Part 2
(2A) The next set of questions concern some of your general attitudes and experiences. 
For each question, choose the response that is most accurate for you personally. Answer 
the questions quickly, giving your first “gut reaction”.
11. It is very important to me that at least some of my friends is bisexual or gay
Do not agree at all 
Do not agree
Neither agree nor disagree 
Agree
Strongly agree
12. Being gay makes me feel part of a community.
Do not agree at all 
Do not agree
Neither agree nor disagree 
Agree
Strongly agree
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13. Being attracted to men is important to my sense of who I am.
Do not agree at all 
Do not agree
Neither agree nor disagree 
Agree
Strongly agree
14. I feel very distant from the gay community
Do not agree at all 
Do not agree
Neither agree nor disagree 
Agree
Strongly agree
For questions 15-18, please think in terms of the last six months or so.
15. How often do you read a gay male oriented paper or magazine, such as the Gay 
Times or other gay/bisexual papers?
Never
Once a month or less 
Several times a month 
About once a week 
More than once a week
16. How often do you attend any gay organisational activities, such as meetings, fund 
raisers, political activities, etc.?
Never
Once a month or less 
Several times a month 
About once a week 
More than once a week
17. How often do you go to a gay bar or club?
Never
Once a month or less 
Several times a month 
About once a week 
More than once a week
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18. About how many gay men would you call personal friends (as apposed to casual 
acquaintances)?
None
1 gay friend
2 gay friends
3 or 4 gay friends
5 or more gay friends
(2B) The following two questions concern some of your experiences in relation to your 
sexual identity.
19. Have you ever been rejected by others due to your sexuality?
Never
Rarely
Sometimes
Often
Always
20. Have you ever been discriminated against due to your sexuality?
Never
Rarely
Sometimes
Often
Always
(2C) Below is a list of statements dealing with your general feelings about yourself. 
Please select how much you agree or disagree with the following statements:
21. On the whole, 1 am satisfied with myself.
Strongly agree
Agree
Disagree
Strongly Disagree
22. At times 1 think 1 am no good at all.
Strongly agree
Agree
Disagree
Strongly Disagree
23.1 feel that 1 have a number of good qualities.
Strongly agree
Agree
Disagree
Strongly Disagree
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2 4 .1 am able to do things as well as most other people.
Strongly agree
Agree
Disagree
Strongly Disagree
2 5 .1 feel I do not have much to be proud of.
Strongly agree
Agree
Disagree
Strongly Disagree
2 6 .1 certainly feel useless at times.
Strongly agree
Agree
Disagree
Strongly Disagree
2 7 .1 feel that I’m a person of worth, at least on an equal plane with others.
Strongly agree
Agree
Disagree
Strongly Disagree
2 8 .1 wish I could have more respect for myself.
Strongly agree
Agree
Disagree
Strongly Disagree
29. All in all, I am inclined to feel that I am a failure.
Strongly agree
Agree
Disagree
Strongly Disagree
3 0 .1 take a positive attitude toward myself.
Strongly agree
Agree
Disagree
Strongly Disagree
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(2D) Below is a list of statements dealing with your feelings and attitudes towards your 
sexual orientation. Please select how much you agree or disagree with the following 
statements:
31.1 often feel it is best to avoid personal or social involvement with other gay men. 
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
32. I have tried to stop being attracted to men in general.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
33. If someone offered me the chance to be completely heterosexual, I would accept the 
chance.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
34. I wish that I weren’t gay.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
35. I feel alienated from myself because of being gay.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
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36. I wish that I could develop more erotic feelings about women.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
37. I feel that being gay is a personal shortcoming for me.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
38. I would like to get professional help in order to change my sexual orientation from 
gay to straight.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
39. I have tried to become more sexually attracted to women.
Strongly disagree 
Disagree
Neither agree nor disagree 
Agree
Strongly agree
(2E) Please read the following items and select the answer that best reflects your level 
of agreement with the statement.
40. Men who appear in TV shows and movies project the type of appearance that I see as 
my goal.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree
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41. I believe that clothes look better on lean and muscular bodies.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree
42. Music videos that show lean and muscular men make me wish that I were more lean
and muscular.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree
43. I do not wish to look like the models in magazines.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree
44. I tend to compare my body to people in magazines and on TV.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree
45. Photographs of lean and muscular men make me wish that I were more lean and 
muscular.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree 
Completely Agree
46. I wish that I looked like a swimsuit model.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree
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47. I often read magazines like Attitude, the Gay Times, AXM  and compare my 
appearance to the models.
Completely disagree 
Disagree
Neither agree nor disagree 
Agree
Completely Agree
(2F) Each of the following items deal with a different physical characteristic. For each 
characteristic, think about how you would describe yourself as you actually are. Then 
think about how you wish you were. The difference between the two reveals how close 
you come to your personal physical ideal. In some instances, your looks may closely 
match your ideal. In other instances they may differ considerably. On P art A of each 
item rate how much you resemble your personal physical ideal.
Your physical ideals may differ in their importance to you, regardless of how close you 
come to them. You may feel strongly that some ideals embody the way that you want to 
look or to be. In other areas, your ideals may be less important to you. On P art B of each 
item rate how im portant your ideal is to you.
48A. My ideal height is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your ideal height?
Not important 
Somewhat important 
Moderately important 
Very important
49. A. My ideal skin complexion is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your ideal skin complexion? 
Not important 
Somewhat important 
Moderately important 
Very important
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50. A. My ideal hair texture and thickness are:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you are your ideal hair texture and thickness? 
Not important 
Somewhat important 
Moderately important 
Very important
51 A. My ideal facial features (eyes, nose, ears, facial shape) are: 
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you are your ideal facial features?
Not important 
Somewhat important 
Moderately important 
Very important
52. A. My ideal muscle tone and definition is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your ideal tone and muscle definition? 
Not important 
Somewhat important 
Moderately important 
Very important
53. A. My ideal body proportions are:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
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B. How important to you are your ideal body proportions? 
Not important 
Somewhat important 
Moderately important 
Very important
54. A. My ideal weight is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your ideal weight?
Not important 
Somewhat important 
Moderately important 
Very important
55. A. My ideal chest size is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your ideal chest size?
Not important 
Somewhat important 
Moderately important 
Very important
56. A. My ideal physical strength is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your ideal physical strength? 
Not important 
Somewhat important 
Moderately important 
Very important
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57. A. My ideal physical coordination is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your ideal physical coordination?
Not important 
Somewhat important 
Moderately important 
Very important
58. A. My ideal overall physical appearance is:
Exactly as I am 
Almost as I am 
Fairly unlike me 
Very unlike me
B. How important to you is your overall physical coordination?
Not important 
Somewhat important 
Moderately important 
Very important
(2G) Please read the following statements and choose the response that best reflects the 
level to which you agree or disagree with the statement.
59. I wish that I were more muscular.
Never
Rarely
Sometimes
Often
Very often
Always
60. I lift weights to build up muscle
Never
Rarely
Sometimes
Often
Very often
Always
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61. I use protein or energy supplements
Never
Rarely
Sometimes
Often
Very often
Always
62. I drink weight gain or protein shakes.
Never
Rarely
Sometimes
Often
Very often
Always
63. I try to consume as many calories as I can in a day.
Never
Rarely
Sometimes
Often
Very often
Always
64. I feel guilty if I miss a weight training session.
Never
Rarely
Sometimes
Often
Very often
Always
65. I think that I would feel more confident if I had more muscle mass.
Never
Rarely
Sometimes
Often
Very often
Always
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66. Other people think that I work out with weights too often.
Never
Rarely
Sometimes
Often
Very often
Always
67. I think that I would look better if I gained 10 pounds in bulk.
Never
Rarely
Sometimes
Often
Very often
Always
68. I think about taking anabolic steroids.
Never
Rarely
Sometimes
Often
Very often
Always
69. I think that I would feel stronger if I gained a little more muscle mass.
Never
Rarely
Sometimes
Often
Very often
Always
7 0 .1 think that my weight training schedule interferes with other aspects of my life. 
Never 
Rarely 
Sometimes 
Often 
Very often 
Always
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71. I think that my arms are not muscular enough.
Never
Rarely
Sometimes
Often
Very often
Always
72. I think that my chest is not muscular enough.
Never
Rarely
Sometimes
Often
Very often
Always
73. I think that my legs are not muscular enough.
Never
Rarely
Sometimes
Often
Very often
Always
Thank you for your participation. Please email me at max-king@hotmail.co.uk if you 
would like a summary of the findings or if you would like to contact me about any 
questions or concerns that you have about the study.
H elp and  su p p o rt can also be found at:
B eat (previously the Eating Disorders Association) offers help and support for people 
with eating disorders. Their website can be found at http://www.b-eat.co.uk/Home or 
call the Beat Helpline on: 0845 634 1414
N ational F rien d  is a registered charity that provides a website with information about 
lesbian, gay and bisexual helplines throughout the UK. Their website can be found at: 
http://www.friend.dircon.co.uk/index.html
The London Lesbian and Gay Switchboard is a voluntary organisation that provides 
an information, support and referral service for lesbians, gay men and bisexual people 
from all backgrounds throughout the United Kingdom. Their helpline number is 020 
7837 7324.
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Appendix 4: Ethical approval
Maxine King
Department of Psychology -  PsychD 
University o f Surrey
2 February 2007
Dear Maxine
Reference: lOO-PSY-07
Understanding body dissatisfaction and the drive for muscularity in gay men
The School of Human Sciences Ethics Committee has considered the above proposal and
made the following comments:
1. Please check the questionnaire for typos (eg questions 16 and 46) and amend question 43, 
as there is a double negative,
2. What does the statement at the end of page 16 of the questionnaire mean? How can you 
send participants a summary without their email address?
3. It is considered details of other support services available could be usefully provided to 
all on completion of the questionnaire, which avoids people having to identify themselves 
to you in order to receive help.
We therefore invite you to submit a revised application to Denise Williams in the School
Office taking into consideration our suggestions and we will turn it around as soon as
possible.
Yours sincerely
Dr Kate Davidson
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Appendix 5: Personal reflections
I embarked on this project with excitement and enthusiasm from my experiences and 
findings of the qualitative research project that I undertook last year. In particular, I had 
hoped to see whether the useful contribution and insights offered by participants in this 
previous study could be generalised to a larger population of gay men.
When starting this project, I found it increasingly difficult to extrapolate and 
operationalise the different factors that the men in my previous study had implicated in 
the contribution of their concerns. It seemed whilst the men talked about similar themes 
they all had their own unique experience which could not be captured by a single 
standardised measure. Some of the measures felt so impersonal and far removed from the 
complexity at which these men had spoken. For example, the participants in my previous 
research did not speak of their “internalised homophobia” in such an explicit way. 
Furthermore, it was not experienced by all participants in exactly the same way as 
standardised scales measuring such concepts appear to imply. It was also clear that 
participants in the current study felt frustrated by these measures and the pre-defmed 
réponse sets, rated on a likert scale. I had many emails with participants offering a more 
personalised account of their sentiments with regard to body image that my questionnaire 
had not given room to. This is not to underestimate the valuable contribution that I feel 
quantitative measures and research offer but it highlights to me its limitations. I also do 
not want the reader to infer that I am suggesting qualitative research does not have its 
own set of limitations. I feel that after undertaking my first pieces of qualitative work last 
year I have come back to quantitative work with a more critical, subjective eye wrestling 
with many of the assumptions that positivism holds. However, the research process has 
been a very different experience this year as compared to last. This year I have been much 
more removed from my participants, simply downloading the data via the internet. I must 
admit that I have missed the extent to which I was immersed in my participant’s world 
that characterised my second year experience of research.
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The intricate ways in which different factors of participants experiences, from my 
previous research, came to impact on their feelings about their bodies spurred me on to 
undertake a mediation and moderation approach to my analyses. However, I was 
disappointed to find that none of these hypotheses were supported by the data. With 
hindsight, I now recognise that my enthusiasm that launched me into taking such an 
approach to the data analysis was perhaps a little premature. This was further supported 
as I drew on more mediation and moderation literature. I would have been perhaps wise 
to establish firm associations between experiences of anti-gay victimisation, which is a 
unique variable to the literature, and the other variables, explored in this study, that the 
literature had already linked to gay men with body concerns. This experience has taught 
me how important good research design is.
This research task was also complicated by the various sources that contributed to this 
research endeavour and losing two supervisors along the way. I sought to manage and 
integrate the various perspectives that were offered to aid my work but this was 
sometimes tricky when they were so conflicting. However, at one stage of the research 
process I found myself with the data collected but no supervisor to help with the 
statistical analysis. I am most grateful to a third supervisor who stepped in to help with 
this side of things. However, I again found my research changing shape but this time in a 
way that added greater clarity and strength to my statistical analyses.
As previously mentioned, I was disappointed to find that my hypotheses were not 
supported by the data. Far from being the ‘objective’ scientist, I had hoped and expected 
that at least some of my hypotheses were significant. However, I understand that this 
demonstrates the need for research to test out these assumptions. Perhaps through hearing 
such personal, and in many cases terrible, histories from my participants in my previous 
study, combined with the time and effort I had invested, even when writing my discussion 
I could feel how reluctant I was to abandon my hypothesis based on the findings, looking 
to blame the psychometrics that I utilised. This further highlights the ways in which the
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researchers own interpretive lens can shape interpretation of findings, even in ‘objective’ 
quantitative work.
Throughout the three years that I have researched this area I have constantly questioned 
whether I, as a heterosexual female, was in a position where I could represent the ‘other’, 
in this case gay men. Last year these concerns diminished when I started interviewing 
participants and became immersed in their subjective accounts, albeit that these were 
viewed through my interpretative lens. The scientific model claims to be objective and 
overcomes the problems of the researcher’s subjective biases. However, ironically, when 
it came to interpreting the results of my statistical analysis I found that I had to make 
hypotheses and assumptions about what the data may mean. Although this was in part 
guided by previous research, I felt particularly uncomfortable about doing so and 
speaking or assuming for the ‘other’. I felt that my research participants were probably in 
a much better place to speak for themselves than I would be to hypothesise about them.
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Appendix 6: Notes to contributors
Journal of Health Psychology 
An Interdisciplinary, International Journal
Editor: David F Marks City University, London, UK
Manuscript Subm ission  Guidelines:
N otes for Contributors
1. The Editorial Board of the Journal o f Health Psychology considers for publication: (a) reports of 
empirical studies iikely to further our understanding of health psychology; (b) critical reviews of the 
literature; (c) theoretical contributions and commentaries; (d) book reviews; and (e) signed 
editorials (about 1000 words) on significant issues.
2. The circulation of the Journal Is worldwide and articles are invited from authors throughout the 
worid.
3. Articles should be as short as Is consistent with clear presentation of subject m atter. There is no 
absoiute limit on length but 6000 words, Including footnotes and references, is a useful maximum. 
The title should indicate exactly, but as briefly as possible, the subject of the article. An abstract of 
100 words should precede the main text, accompanied by up to five key words and a bio- 
bibiiographical note of 25 to 50 words. The Journal also publishes brief reports of up to 3000 words. 
Brief Reports should Include an abstract of 100 words, and may include a table or figure in lieu of 
500 words of the 3000-word maximum. All papers are reviewed 'blind' by expert peers.
4. Authors should provide a standard and a 'blind' electronic version of their article - one version 
containing nam es, affiliations, full mailing address plus telephone, fax, email address; and one 
containing the title only. In all cases, the Editor will screen manuscripts for their overall fit with the 
scope of the journal in term s of relevance, rigour, and interest to the readership. Those th a t fit wiil 
be further reviewed by two or more independent, expert and internationaliy representative 
reviewers.
5. The Journal requires authors to have obtained ethical approval from the appropriate iocai, 
regional or national review boards or committees. Of particular importance are the treatm en t of 
participants with dignity and respect, and the obtaining of fuliy informed consent. The methods 
section of the paper m ust contain reference to the forum used to obtain ethical approval.
6. Authors m ust follow the Guidelines to Reduce Bias in Language of the Publication Manual of the 
American Psychoiogicai Association (5th ed). These guidelines relate to level of specificity, labeis, 
participation, gender, sexuai orientation, raciai and ethnic identity, disabilities and age. Authors 
should also be sensitive to issues of social class, religion and culture.
7. All articles m ust be submitted for pubiication by electronic mail. Typescripts m ust be typed in 
doubie spacing throughout. Tities and section headings should be clear and brief with a maximum of 
three orders of heading. Lengthy quotations (exceeding 40 words) should be displayed, indented, in 
the text. American or UK spelling may be used, to the author's preference. Indicate itaiic type by 
underiining, and use singie quotation marks. Dates shouid be in the form 9 May 1994. Take out 
points in USA and other such abbreviations.
8. Tabies and figures should have short, descriptive titles. All footnotes to tables and their source(s) 
should be typed below the tables. Column headings should clearly define the data presented. 
Camera-ready artwork for ail figures must be supplied. Artwork intended for sam e-size use should 
be a maximum size of 192:125 mm (page depth: page width). The title page should contain the 
word count of the manuscript (including ail references).
9. References cited in the text shouid be listed alphabeticaliy and presented in full using the style of 
the Publication Manuai of the American Psychoiogicai Association (5th ed).
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10. Authors should retain a copy of the typescript, and send an electronic copy of the original 
typescript and one blind copy, clearly labeled In doc or PDF format to d.m arks@ city.ac.uk. There Is 
no need to send hard copies through the post. All figures and tables should be clearly labeled. For 
further details please contact: David F. Marks, Department of Psychology, City University, 
Northampton Square, London, UK EClV OHB.
11. The corresponding author will receive page proofs for checking. He or she will be given 
controlled access to a PDF of the article and a complimentary copy (per author) of the whole issue 
after publication.
13. Copyright: On acceptance of their article for publication authors will be requested to assign 
copyright to Sage Publications, subject to retaining their right to reuse the material in other 
publications written or edited by them selves and due to be published preferably a t least one year 
after initial publication in the journal. Authors are responsible for obtaining permission from 
copyright holders for reproducing any illustrations, tables, figures or lengthy quotations previously 
published elsewhere.
14. Reviews: books and suggestions should be sent to Michael Murray (Book Reviews Associate 
Editor), School of Psychology, Keele University, Staffordshire ST5 5BG, UK, 
m.murray@ psy.keele.ac.uk
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